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Health and Economics 
An Editorial 


WE ARE presenting to our readers in this number of Hosprrat Procress a summary of the proceedings of 
the National Health Conference which was held in Washington, July 18, 19, 20, 1938. The matter is of such 
importance to our hospitals that a full presentation of- the entire situation seems all but indispensable to 
follow the many discussions in the press and on the platform, as well as over the radio, which are now going 
on throughout the entire land. 

The procedure of choice would have been to bring to the readers of this journal, especially to the Sisters 
of the Catholic hospitals a briefer summary, with emphasis on certain viewpoints which might have a more 
immediate bearing upon the hospitals. This plan was not adopted for the simple reason that if a particular 
phase of a question is taken out of its context, the issues might be thus distorted. It was felt, rather, that 
the summary should be given as faithfully as possible in accordance with the actual occurrences at the 
meeting. If the summary had been interspersed with comments, the cumulative force of the entire program 
would have been decidedly weakened. It is our hope, therefore, that this summary of the proceedings may be 
accepted as an effort at recording as objectively and impartially as it is possible for the Editor to do, the 
viewpoints and reports which were presented at the meetings. 

The Editor, needless to say, is acting here in the capacity of a reporter. He must, of course, assume respon- 
sibility for accuracy of the abstracts but surely not for any of the opinions which were expressed, except for 
the few paragraphs devoted to his own brief address. The abstracts of parts I and II were made directly from 
the Committee’s reports as submitted to the conferees. The abstracts of the addresses and discussions pre- 
sented in parts II and III were made in part from the press releases issued by the publicity office of the Con- 
ference and in part from notes taken during the addresses. The abstracts which were made from the press 
releases are numbers I, II, III, IV, V, VI, VII, VIIT, IX, X, XIX, XXI, XXIII, XXXV, XXXVI, XLI, 
XLIV, XLVII, XLVIII, XLIX, LIII, LIV, LV, LVI, LIX, LXV, and LXIX. All the other abstracts were 
made from notes taken during the meeting. It is hoped that the readers of this journal will have the patience 
to read through this entire number. 

After attending the three-day session dealing with the important questions here discussed, the writer felt 
convinced that it is only by following the entire line of thought of the Technical Committee, as well as 
of the Interdepartmental Committee, and only by attempting to penetrate the extremely diversified views 
which were expressed by the conferees, that a grasp of the subject matter could be secured. A careful perusal 
of the entire proceedings will probably convince the reader that the presuppositions in the minds of those 
responsible for the National Health Program may be reduced to the following: 

1. The health of the nation is a direct and important concern of the Government. “Nothing is more im- 
portant to a Nation than the health of its people.” — President Roosevelt.' 

2. The state and local governments have sufficiently shown their incapacity to cope with the problems of 
the National Health to make it necessary now for the Federal Government to seek to influence the health care 
of the nation as a part of the Social Security Program. “But when we see what we know how to do, yet have 


not done, it is clear that there is need for a co-ordinated National program of action . . . providing for 
the most efficient co-operation of federal, state and local governments, voluntary agencies, professional 
groups, mediums of public information and individual citizens.” — President Roosevelt. 


3. This influence on the part of the Federal Government can be most effectively exercised by financial 
grants-in-aid of various kinds, thus to stimulate state and local expenditures for health purposes and to 
enlarge those resources from which these expenditures may be drawn. This influence can also be exercised 
by a program of control through which the Federal Government will prescribe to the states the conditions 
under which grants will be made in an effort to insure thus the financial as well as the qualitative integrity 
of the whole program. 

4. The voluntary agencies which have heretofore labored in the health field have done so within limited 
areas of interest and under recognized limitations of function. Hence their efforts have been rendered less 


1On this point see America, Vol. LIX, July 30, 1938, pp. 397-398. 


235 








236 HOSPITAL PROGRESS 


significant for a National program. Hence further- 
more they now find themselves unable to cope with 
the magnitude and the intricacies of the problems. 
Moreover, the welfare philosophy of the private 
agency and the public’s attitude towards that 
agency are said to be such as to be somewhat out 
of harmony with the rapid development of new 
social viewpoints; these viewpoints favor a greater 
centralization of responsibility in government. 

5. Responsibility for the nation’s health implies 
a responsibility for the agencies which give this 
care. Responsibility, in turn, implies control and so 
there must be a measure of governmental control of 
medicine and of the auxiliary activities which medi- 
cine has traditionally used and will continue to use 
in dispensing health care. In exercising this control 
the personal character of the service rendered by 
the physician and his auxiliaries to the patient may 
be modified in response to the newer social concepts. 

6. In exercising its responsibility for the nation’s 
health, the government will concern itself primarily 
with those who cannot pay for it, either because 
they are indigent or because through the high costs 
of medical care they are rendered medically in- 
digent. Voluntary efforts to supply health care to 
these groups are now recognized to be inadequate, 
sporadic and relatively unimportant in volume to 
meet the nation’s needs. 

7. Second only to the Government’s concern for 
the indigent is its concern for the self-supporting 
members of the population. These too, by reason of 
the economic stresses through which the country is 
passing, are in urgent and pressing need of assist- 
ance so that the nation’s comprehensive program 
may not be disequilibrated by undue stresses upon 
certain units of the population to the disregard of 
others. The program must include features which 
will be readily adaptable to those who are wholly 
or partially self-supporting. 

8. There is a definite and perhaps a necessary re- 
lationship between the financial resources of the 
population groups and the incidence of illness with- 
in those groups. While it is alleged as proven that 
as income decreases illness increases, it is not 
granted that if income increases illness will de- 
crease. 

9. Health care implies many other activities 
more or less intimately related to medical care, but 
all of them of such a character that they are sus- 
ceptible of independent though of integrated ad- 
ministration. 

In saying that these theses are “presuppositions in 
the minds of those responsible for the National Health 
Program,” we are not implying that no effort has been 
made to elaborate factual and convincing data from 
which these statements might be derived as proven 
conclusions. As a matter of fact, the basic data of the 
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Committee are detailed and voluminous. We mean to 
imply rather that these various theses are differential- 
ly susceptible of objective demonstration and from the 
very nature of the case some of these presuppositions 
are more convincingly analyzable than others The 
“presupposition” lies rather in the linking together of 
view points and principles, some of which are founded 
on demonstrable facts, others on probabilities and still 
others on more or less doubtfully valid conclusions 
from existing laws, customs, practices, conditions, etc. 
When such “principles” are linked together into a 
philosophy of welfare care, an entirely fictitious sense 
of intellectual security is developed in the less critical 
and less attentive student who attributes all too 
readily the certainty achieved in one phase to the 
whole chain of thought. To revolutionize a nation’s 
procedure with reference to a matter as deeply per- 
sonal as medical care, on a basis of mingled certainties 
and uncertainties, possibilities and probabilities, would 
be justified if a national emergency of overwhelming 
magnitude demanded temerarious action. It remains 
for the American people to determine whether such a 
national emergency exists with reference to health 
care. To reach a conclusion upon the point the people 
will follow leaders upon whose consciences will rest 
an enormous responsibility. Only the utmost sincerity 
and an unselfish concern for the public welfare can 
justify the assumption of such a huge responsibility. 

It is obvious that these presuppositions as just de- 
fined are so far reaching that one’s attitudes toward 
them can be determined not only by an analysis of 
the thought content of each, but also by evaluating 
each of these in terms of one’s basic philosophy of 
life. To attempt to solve the health problem merely 
by economic criteria is one of those simplifications 
which leads to a theoretically facile solution, by ignor- 
ing significant and sometimes fundamentally influen- 
tial areas of thought in the present instance, for 
example, to over-stress the economic factor in disease 
tends to ignore the difference between commodities 
subject to barter and the intangible values implied in 
the human needs of a sick human being. 

Further than this, we cannot over-stress the eco- 
nomic factor or even isolate the economic factor for 
the simple reason that from the motives of faith, sick- 
ness and all that is implied in it has a supernatural 
significance in the life of man. Not only sickness has 
such a significance, but also the care which is given 
to the sick—that care which is coterminous only 
with the nature of man, including as this does his 
physical life, his mental life, his spiritual life — all of 
these are influenced by the care which is given to the 
sick. Of these three, chiefly, and probably only, the 
physical life of man is necessarily affected by eco- 
nomic factors. Therefore, to plan a National Health 
Program and to neglect adequate stress upon the other 
phases of human life is to ignore essential issues. 
Naturalism and pagan attitudes toward life are no- 
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where more easily detectable than they are in the 
attitudes toward human suffering. This has been the 
battle ground of the thinkers from time immemorial. 
The attitude toward the problem of physical evil has 
become the touchstone of the adequacy of a philo- 
sophic system in meeting the contingencies of life. 

If this is the proper attitude toward sickness, it fol- 
lows that a correlative attitude must characterize 
those who give care to the sick. Hence, our Associa- 
tion’s composite thinking on the supernatural char- 
acter of service, our dedication to that service under a 
perpetual vow to God, our constant insistence that 
our lives must be Christlike, so that they may be 
worthy of the common sublime service which is given 
to the sick —all these and many other considerations 
which have been so frequently repeated by the Cath- 
olic hospital Sisters and by those serving the sick in 
our institutions, become matters of prime importance 
to the nation’s health, as well as being the guiding 
principles for influencing our own personal lives. 

There is a subtle but an unmistakable relationship 
between the ideals of medicine and the ideals of 
Catholicism. In both the emphasis upon the value of 
the individual has impressed everyone who has given 
the subject even remote thought. We are not prepared 
to sacrifice a traditional attitude toward man for a 
new attitude toward men in groups, without under- 
standing the objective toward which a new trend will 
lead us. For these reasons and many others which 
may be advanced, the reader is invited to give the 
fullest consideration to these lengthy and perhaps un- 
necessarily monotonous pages. The justification for 
this invitation lies in the fundamental importance of 
the subject matter with which they treat. 

In order that our readers may have some under- 
standing of the Editor’s attitude toward the Confer- 
ence and of our Association’s official acts with refer- 
ence to the subject matter of the Conference we are 
inviting attention to the following: 


1. Press Release given out at the end of the Con- 
ference on July 20th by the President of the Cath- 
olic Hospital Association ; 

2. Comments written for The United States News 
for the issue of August 1, 1938, on invitation of the 
Managing Editor, Mr. E. Worth Higgins; 

3. Certain resolutions passed by the Twenty- 
Third Annual Convention of our Association bearing 
upon the subject matter of the National Health 
Conference. 


l. Press Release 


There can be no doubt in my mind about the farreaching 
achievement of the Inter-Departmental Committee and of 
the Technical Committee under Miss Roche’s leadership. The 
Conference has focused national attention on health needs 
and that alone is a unique achievement worth all of the time 
and the energy spent on the preparation of the reports. Im- 
portant consequences will be bound to follow. If I cannot ac- 
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cept the recommendations unreservedly it is because the 
frame-work of medical care has always been for me the 
personal relationship between patient and physician. It was 
admitted during the meetings that this relationship is now 
and probably will remain the prerogative of the wealthy; I 
cannot subscribe to any plan which will endanger the assur- 
ance to the less favored and the medically indigent of medi- 
cal care on a less personal basis. As I see it, it is only through 
this relationship that professional responsibility in conscience 
and the welfare of the patient can be preserved and safe- 
guarded. Medical practice is still to me, even after these 
three days, more than the physical care of the patient and 
more than mental hygiene or psychiatry. Considerations of 
ethical and moral importance are basic and I have not yet 
been able after three days of thinking to understand how 
personal responsibility will be affected under diffused, divided, 
and probably impersonal governmental influence subject to 
political controls. Without this responsibility medical care 
becomes merely a commodity and the meaning of a profes- 
sion as applied to medicine must vanish. 

I am concerned too for the institutions under private con- 
trol, in the new program, not so much because of direct 
effacements or replacements of them, which we have been 
assured will not take place, but because of the gradual loss of 
significance of the privately controlled institution in contrast 
to the expected growth of public institutions stimulated by 
unprecedented subsidies. I am distressed by the disregard of 
the service and the achievements of private enterprise in 
the health field with reference to education, public health 
service, community influence, and hospital and medical 
activity. 

Private service in these fields is one of the finest expres- 
sions of the innate genius of the American people and to set 
this aside now in the interest of a philosophy as yet untried 
in America, the inevitable trend of which is to make society 
coterminous with Government is too dangerous an experi- 
ment for me, particularly now that the National Health 
Conference has emphasized the magnitude of the Nation’s 
Health needs. 

The Conference has not afforded evidence, to my mind, 
of the advisability of changing so radically the present system 
of creating health facilities and dispensing medical care 
through a wise and generous co-ordination of public and 
private agencies. The Conference has rather strengthened 
my conviction that with continued reliance on the agencies 
which we as a people have developed —the facilities of 
which are even now not used to capacity and which admit of 
indefinite expansion — we can supply any need of the people, 
as science, art, governmental co-operation and a progressive 
sense of personal responsibility and civic duty, increase and 
as at the same time the inestimable social and moral values 
of this intimate co-operation between governmental and 
voluntary institutions are developed. 


2. Letter to U. S. News 
July 28, 1938 
Mr. E. Worth Higgins, Managing Editor, 
The United States News, 
22nd and M Streets, N.W., 
Washington, D. C. 
Dear Mr. Higgins: 

I thank you for the opportunity you have given me of 
expressing myself on the questions which you raise in your 
letter of July 25th. It is unnecessary to point out that the 
temptation is urgent to write a volume on each of the 
questions. 

1. In many senses of the words, there is need for reform 
in the system of medical care now available in this country. 
There can be no doubt about it but that certain geographical 
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areas and certain units of the population could greatly profit 
by greater health facilities. No one, as far as I know, has 
ever denied that the American people could not avail them- 
selves of more readily accessible medical care. The problem 
is rather whether the need is so catastrophic as to demand 
crisis legislation such as is contemplated in the recommenda- 
tions of the Inter-Departmental Committee. What is even 
more to the point, personally I would categorically deny that 
the need of “reform” is so stupendous as to demand a com- 
pletely new system of medical care with new procedures and 
a new economic basis and a new distribution of responsibili- 
ties. It would be a national calamity to scrap those principles 
out of which has emerged in the United States what is by 
common consent, the most outstanding achievement in the 
history of medicine, a nation that is taken care of medically 
better than any in history, despite the fact that the demand 
for higher standards of medical care are among us so exact- 
ing and despite the further fact that the system of medical 
care under which we are now living has withstood successfully 
even such chaotic conditions as we have lived through during 
the depression. If these statements seem dogmatic, the fact 
must be ascribed to nothing else than the limitations which 
the length of a letter in your esteemed publication necessarily 
imposes. 

2. I cannot subscribe to any plan of “reform” which would 
endanger the assurance to the less favored and medically 
indigent of a system of medical care intrinsically less per- 
sonal than that which is given to the more favored classes 
of our people. It is admitted by even the most enthusiastic 
advocates of the compulsory health-insurance plan that 
medical care within the framework of the relationship be- 
tween patient and physician will continue even in the new era 
of medical care for those who are able to pay for the “luxury” 
of this relationship. There is a tacit assumption in the minds 
of many of the advocates of compulsory health insurance 
that somehow medical care based upon that relationship is 
a “luxury” while medical care under governmental control is 
more comparable to the essentials of life. Any such artificial 
distinctions which in their very essence destroy the whole 
concept of medical responsibility are to me not only imprac- 
tical but subversive of the fundamental principles out of 
which the art and science of medicine have chiefly sprung. 

3. I am convinced that we have far from explored the 
possibilities of increasing health facilities and dispensing medi- 
cal care through a wise and generous co-ordination of public 
and private agencies. For this reason, I am equally convinced 
that the needs of the people can be met as the science of 
medicine, the art of medicine, governmental co-operation, and 
a progressive sense of personal responsibility and civic duty 
are more highly developed. There is a place for both the 
voluntary and governmental agencies in insuring medical 
security to all the people but that place for the voluntary 
agencies is not one of subordination nor for the governmental 
agencies, one of domination. Hence, we have not as yet 
even approximated the possibilities of voluntary group in- 
surance under the direction and control of the medical pro- 
fession itself nor have we even visualized the possibility of 
achievement in the help which the government itself if it 
requested it, could so easily obtain from the medical profes- 
sion. Since all these less radical plans have not as yet been 
tried, plans which are more conformable to the principles and 
procedures from which has sprung our present magnificent 
medical heritage, I can see no valid reason for discarding the 
entire past and facing a new deal in medical care which is 
incalculably more problematical in this area than in other 
areas in which diffused responsibility has yielded results inimi- 
cal to sound progress. 

4. These viewpoints obviously suggest my answer to your 
fourth question. A compulsory tax-supported system of in- 


August, 1938 


surance and the progressive domination of the whole field 
of medical care inclusive of the physician’s care, nursing care, 
hospital care, and the care given by other professions auxiliary 
to medicine, by government will necessarily crush under the 
avalanche of money contributed to the private agencies, all 
private initiative in these areas. No matter what assurance 
may be given in preliminary documents to the private 
agencies, that the government does not intend such effects 
but seeks rather increased co-operation of the private agen- 
cies, there have been too many instances in our immediate 
history to give the private agencies much of an inducement 
to continue their work of philanthropy and charity. 
Thanking you again for this opportunity, 
Very sincerely yours, 
Alphonse M. Schwitalla, S.J. 


3. Resolutions of the Twenty-third Annual Convention 
Bearing on Phases of the National Health 


The Expansion of Governmental Hospital Service 


Be It Further Resolved, That this Association view with 
no little alarm, the continued expansion of hospital service 
controlled by the federal government, and the enlargement of 
expenditures for the maintenance of these institutions and 
that it hereby record its concern over the fact that as far 
as records indicate, a public examination of this policy of 
expansion seems not to have been made. This Association is 
concerned with the economic, political and physical aspects of 
this question but it is more seriously concerned with the shift 
in the implied philosophical viewpoint “under which charity 
is no longer respected as a Christian civic virtue but despised 
as a vanity of the bourgeois” and the government “exercis- 
ing control over the income of tax payers through its power 
to tax, assumes for itself the function and duty of providing 
for the destitute.” Obviously, the policy “tends to dry up the 
sources from which charity draws its resources, to deaden the 
community consciousness of citizens and to restrict the op- 
portunity of the generous to practice the greatest of all 
virtues — charity.” 


The Private Hospital and the Community’s Health 
Program 


Be It Further Resolved, That this Association hereby record 
its fears that the persistent repression of the importance of 
the private hospital and the aggrandizement of the govern- 
ment institution, might result in undesirable even harmful 
standardization, in extravagance and waste, in inefficiency and 
will probably undermine the civic spirit of communities pre- 
cisely at a time when it seems most necessary to strengthen 
that spirit and the community’s increasing consciousness of 
the importance of adequate health care. 


Adequate Medical and Hospital Care for the Public 


Be It Further Resolved, That this Association recommend 
to all its members and to the public at large, the viewpoint 
that the solution of the problem of supplying adequate medi- 
cal and hospital attention to all the people, will be derived 
most effectively from a complete and mutually sympathetic 
understanding between private and public health agencies, 
between which there must be the closest possible co-opera- 
tion, free and loyal; preserving in our American traditions, 
the utmost respect for the history, achievements and objec- 
tives of the private institutions, on the one hand, and the 
public responsibility for the use of the all but limitless 
financial resources and the opportunity to serve the nation, 
of the public institutions, on the other hand. The ideal, if 
pursued in a proper spirit, may thus become the most prac- 
tical of all of the solutions thus suggested for this most vexing 
problem. 
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Medical Care for the American People 


Be It Further Resolved, That this Association hereby ex- 
press its regret over the fact that the question of whether 
or not medical care is adequately available to the American 
people should have developed into a controversial issue be- 
tween the government and the medical profession. The mem- 
bers of this Association warn that by such procedures nothing 
but harm can come to the health care of the American peo- 
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sonal responsibility for medical care, the confidential char- 
acter of the relationship between patient and physician and 
similar fundamental considerations must by all means be 
safeguarded lest we enter upon untried social procedures in 
supplying medical attention, to the detriment not only of 
public health but also to the detriment of the individual 
patient’s health. The Association, therefore, reiterates its 
confidence in the persisting validity of medical practice as 
enunciated by the American Medical Association. 


ple. It seems to this Association, that whatever shifts in view- 
point concerning the fundamentally ethical considerations of 
medical care be introduced, those basic principles concerning 
the personal relationship of the patient and physician, the 


implication of sound, ethical obligations, the fixing of per- 


The National Health Conference 
Washington, D.C., July 18, 19, and 20, 1938 


Alphonse M. Schwitalla, S. J. 


Introduction 


IN AUGUST, 1935, President Roosevelt, following the passage of the Social Security 
Act, appointed a Committee under the chairmanship of Miss Josephine Roche, Assistant Sec- 
retary of the Treasury. This Committee was afterwards designated the ‘Interdepartmental 
Committee to Co-ordinate Health and Welfare Activities.” Its purpose was stated by the 
President himself to be “. (1) to continue to sponsor appropriate co-operative working 
agreements among the various agencies of the Government in the health and welfare field, 
and to continue the work under agreements already in effect, and (2) to study and make 
recommendations concerning specific aspects of the health and welfare activities of the 
Government looking toward a more nearly complete co-ordination of the activities of the 





Government in these fields.” 

The other members of the committee, as appointed by the President were: Arthur J. Alt- 
meyer, Member of the Social Security Board; Oscar L. Chapman, Assistant Secretary of 
the Interior; Milburn L. Wilson, Assistant Secretary of Agriculture; Edward F. McGrady, 
Assistant Secretary of Labor. Mr. E. L. Bishop was appointed Executive Secretary. 

The Interdepartmental Committee selected the “Technical Committee on Medical Care” 
of which the following were members: Martha Eliot, Children’s Bureau; I. S. Falk, Social 
Security Board; Joseph W. Mountin, Public Health Service; George St. John Perrott, Pub- 
lic Health Service; Clifford W. Waller, Public Health Service. 

After extensive labors the Technical Committee submitted this report on The Need for a 
National Health Program to the Interdepartmental Committee and the latter, after accepting 
the report, filed it with the President. 

To discuss the basic data and the recommendations of the Interdepartmental Commit- 
tee’s report, the National Health Conference was called by Miss Josephine Roche, in Wash- 
ington, for July 18, 19, and 20, 1938. 

The readers of Hosprrat Procress will all be deeply concerned with the report of the 
Interdepartmental Committee, as well as with the proceedings of the Conference, and it is 
for this reason that we are herewith presenting to them: 

I. A Summary of the Program Recommended by the Technical Committee on Medical 
Care to the Interdepartmental Committee to Co-ordinate Health and Welfare Activi- 
ties, and presented to the President, February 14, 1938. 
11. A more detailed Summary of the Various Sections of the Report. 
III. A Summary of the Proceedings of the National Health Conference. 











I. A Summary of the Program Recommended by the Technical 
Committee on Medical Care to the Interdepartmental 
Committee to Co-ordinate Health and Welfare 
Activities and Presented to the President, 


February 


The Technical Committee’s study of health and 
medical services in the United States indicates that 
deficiencies in the present health services fall into 
four broad categories.* 

1. Preventive health services for the nation as a 

whole are grossly insufficient. 

2. Hospital and other institutional facilities are 
inadequate in many communities, especially in 
rural areas, and financial support for hospital 
care and for professional services in hospitals is 
both insufficient and precarious, especially for 
services to people who cannot pay the costs of 
the care they need. 

3. One third of the population, including persons 
with or without income is receiving inadequate 
or no medical service. 

4. An even larger fraction of the population suffers 
from economic burdens created by illness. 

The Committee submits a program of five recom- 
mendations for meeting with reasonable adequacy ex- 
isting deficiencies in the nation’s health services. 
Estimates of the total additional annual costs to 
Federal, State, and local governments of Recom- 
mendations I, II, and III are also submitted. The Com- 
mittee does not suggest that it is practicable to put 
into effect immediately the maximum recommenda- 
tions. It contemplates a gradual expansion along well- 
planned lines with a view to achieving operation on 
a full scale within ten years. Except insofar as they 
overlap and include portions of the first three recom- 
mendations, Recommendations IV and V_ involve 
chiefly a revision of present methods of making cer- 
tain expenditures, rather than an increase in these 
expenditures. 


Recommendation I: Expansion of Public Health 
and Maternal and Child Health Services 


The Committee recommends the expansion of ex- 
isting co-operative programs under Title VI (Public 
Health Services) and Title V (Maternal and Child 
Health Services) of the Social Security Act. 

A. Expansion of General Public Health Services 
(Title VI): Fundamental to an expanding program 
of preventive health services is the strengthening and 
extension of organized public health services in the 
States and in local communities. It is recommended 
that Federal participation in the existing co-operative 
program should be increased with a view toward 
equalizing the provision of general public health serv- 





*Agenda, National Health Conference, Washington, D. C., July 18, 19, 
and 20, 1938 — pp. i-vii. 
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ices throughout the nation. The Committee further 
recommends that increasing Federal participation be 
utilized to promote a frontal attack on certain im- 
portant causes of sickness ard death for the control 
of which public health possesses effective weapons. 

The Committee tentatively estimates that, at its 
peak, an adequate program of expanded public health 
service would require additional annual expenditures 
by Federai, State and local governments of $200,- 
000,000 for these purposes: strengthening of public 
health organization; the eradication of tuberculosis, 
venereal diseases and malaria; the control of mortality 
from pneumonia and from cancer; mental hygiene 
and industrial hygiene. The Committee recommends 
that approximately one-half of these increased funds 
be provided by the Federal Government. 

B. Expansion of Maternal and Child Health Serv- 
ices (Title V): Included in this part of the recom- 
mended program are provisions for medical and 
nursing care of mothers and their newborn infants; 
medical care of children; services for crippled chil- 
dren; consultation services of specialists; and more 
adequate provisions for the postgraduate training of 
professional personnel. The objective sought in this 
phase of the Committee’s proposed program is to 
make available to mothers and children of all income 
groups and in all parts of the United States minimum 
medical services essential for the reduction of our 
needlessly high maternal mortality rates and death 
rates among newborn infants, and for the prevention 
in childhood of diseases and conditions leading to 
ous disabilities in later years. 

The Committee recommends a gradually expanding 
program reaching at least by the tenth year a total 
additional expenditure of $165,000,000, distributed as 
follows: 

Maternity care and care of newborn 


infants sale $95,000,000 
Medical care of children 60,000,000 
Services for crippled children 10,000,000 


The Committee recommends that approximately one 
half of the cost of the expanded program should be 
met by the Federal Government. 


Recommendations II, III and IV: Expansion of 
Medical Services and Facilities 


The Committee has also explored the adequacy of 
services for the sick, the sickness experience of and the 
receipt of professional and hospital services by broad 
groups of the population. The Committee finds that 
the needs for diagnostic and therapeutic services to 
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individuals are greatly in excess of such accomplish- 
ments as might be effected by a strengthened program 
of preventive services — important as such services 
may be as a first step. Indeed, it has been recognized 
in Recommendation I that certain important causes 
of sickness and death require for their eradication or 
control, the application of diagnostic and therapeutic 
procedures through services to individuals in need of 
such care. 

The Committee finds that current practices in the 
provision of medical services and facilities fall far 
short of meeting these needs. It has taken account 
of personnel and facilities, financial support of serv- 
ices required by persons who are themselves unable 
to pay for the care they need, the sickness burdens of 
self-supporting persons, methods of paying for medical 
care and of assuring income for workers who are dis- 
abled by sickness. It finds that these needs warrant 
an expansion of medical services and facilities on a 
broader front than that contemplated in Recommenda- 
tion I alone. 


Recommendation II: Expansion of Hospital 
Facilities 

The Technical Committee has made a special study 
of deficiencies in existing hospital and other institu- 
tional facilities. It is impressed with the increasing 
part which hospitals play year after year, in the 
health and sickness services. Without adequate hos- 
pitals and clinics, it is impossible to provide many 
of the important services which modern medicine can 
furnish. 

The Committee finds hospital accommodations and 
hospital organization throughout the country ill- 
adapted to the varying needs of people living under 
different social, economic and geographical circum- 
stances. In hospitals offering general care, the per- 
centage of beds supported by patients’ fees is out of 
proportion to the ability of the population served to 
pay, hence many general hospital beds are empty a 
large part of the time. Conversely, there are too few 
low-cost or free beds to satisfy the needs. By far the 
greater majority of these are found in our large met- 
ropolitan centers. There are wide areas — some 1,300 
counties — having no registered general hospitals; 
others are served only by one or two small proprietary 
institutions. Only in large city hospitals have out-pa- 
tient clinics been developed to any considerable ex- 
tent; governmental tuberculosis sanatoria and mental 
institutions tend to be overcrowded, or are otherwise 
restricted in funds or personnel for rendering the 
community service which they should be equipped to 
give. 

The Committee recommends a ten-year program 
providing for the expansion of the nation’s hospital 
facilities by the provision of 360,000 beds — in general, 
tuberculosis, and mental. hospitals, in rural and in 
urban areas — and by the construction of 500 health 
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and diagnostic centers in areas inaccessible to hos- 
pitals. These new hospitals or units would require 
financial assistance during the first three years of 
operation. Special Federal aid for this purpose is 
suggested. 

Averaged over a ten-year period, the total annual 
cost of such a program, including special three-year 
grants for maintenance of new institutions is estimated 
at $146,050,000 divided as follows: 

3-yr, 
Construction Maintenance 


General and special $ 63,000,000 21,600,000 
Tuberculosis 15,000,000 6,000,000 
Mental 32,500,000 7,800,000 
Diagnostic centers 150,000 


Total average annual cost $110,650,000 $35,400,000 

The Committee recommends that approximately 
one-half of this total annual cost be met by the 
Federal Government. It points out that a hospital con- 
struction program should not be undertaken unless 
there is a concurrent program to give continuing aid 
toward the cost of free services such as is included in 
Recommendation III. 


Recommendation III: Medical Care for the 
Medically Needy 

The Committee is impressed with the evidence now 
available that one-third of the population which is in 
the lower income levels is receiving inadequate gen- 
eral medical services. This applies to persons without 
income and supported by general relief and to those 
being supported through old-age assistance, aid for 
dependent children, or work relief, and also to families 
with small incomes. These people are doubly handi- 
capped. They have higher rates of sickness and dis- 
ablement than prevail among groups with larger 
incomes, and they have lesser capacities to buy and 
pay for the services they need. Current provisions to 
assist these people — though generously given in many 
State and local governments, by voluntary organiza- 
tions, and by professional practitioners — are not 
equal to meet the need. 

The Committee recommends that the Federal 
Government, through grants-in-aid to the States, im- 
plement the provision of public medical care to two 
broad groups of the population: (1) to those for whom 
local, State or Federal governments, jointly or singly, 
have already accepted some responsibility through the 
public assistance provisions of the Social Security Act, 
through the work relief programs or through pro- 
vision of general relief; (2) to those who, though able 
to obtain food, shelter and clothing from their own 
resources, are unable to procure necessary medical 
care. It is estimated that, on the average, $10 per 
person annually would be required to meet the mini- 
mum needs of these two groups for essential medical 
services, hospitalization, and emergency dentistry. 








242 


This part of the program might be begun with the 
expenditure of $50,000,000 the first year and gradually 
expanded until it reaches the estimated level of $400,- 
000,000 which would be needed to provide minimum 
care to the medically needy groups. The Committee 
recommends that one-half of the total annual costs 
be met by the Federal Government. 


Recommendation IV: A General Program of 
Medical Care 

The Committee directs attention to the economic 
burdens created by sickness for self-supporting per- 
sons. There is need for measures which will enable 
people to anticipate and to meet sickness costs on a 
budget basis. 

No conclusion has emerged more regularly from 
studies on sickness costs than this: The costs of sick- 
ness are burdensome more because they fall unex- 
pectedly and unevenly than because they are large in 
the aggregate for the nation, or, on the average, for 
the individual family. Except in those years when un- 
employment is widely prevalent, sickness is commonly 
the leading cause of social and economic insecurity. 
Without great increase in total national expenditure, 
the burdens of sickness costs can be greatly reduced 
through appropriate devices to distribute these costs 
among groups of people and over periods of time. 

The Committee recommends consideration of a com- 
prehensive program designed to increase and improve 
medical services for the entire population. Such a 
program would be directed toward closing the gaps 
in a health program of national scope left in the pro- 
visions of Recommendations [ and III. To finance the 
program, two sources of funds could be drawn upon: 
(a) general taxation or special tax assessments, and 
(}) specific insurance contributions from the potential 
beneficiaries of an insurance system. The Committee 
recommends consideration of both methods, recogniz- 
ing that they may be used separately or in combina- 
tion. 

Such a program should preserve a high degree of 
flexibility, in order to allow for individual initiative, 
and for geographical variations in economic conditions, 
medical facilities, and governmental organization. It 
should provide continuing and increased incentives to 
the development and maintenance of high standards of 
professional preparation and professional service; it 
should apportion costs and timing of payments so as 
to reduce the burdens of medical costs and to remove 
the economic barriers which now militate against the 
receipt of adequate care. 

Planning for a program of medical care of a magni- 
tude to serve the entire population essentially must be 
approached as an objective to be fully attained only 
after some years of development. The role of the 
Federal Government should be principally that of 
giving financial and technical aid to the States in their 
development of sound programs through procedures 
largely of their own choice. 
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Recommendation V: Insurance Against Loss 

of Wages During Sickness 

The Committee recognizes the importance of assur- 
ing wage earners continuity of income through periods 
of disability. A disability compensation program is not 
necessarily part of a medical care program, but the 
cost of compensating for disability would be need- 
lessly high if wage earners generally did not receive 
the medical care necessary to return them to work as 
soon as possible. 

Temporary disability insurance can perhaps be 
established along lines analogous to unemployment 
compensation; permanent disability (invalidity) in- 
surance may be developed through the system of old- 
age insurance. 


Costs of the Proposed Program 


The maximum annual cost to Federal, State and 
local governments of Recommendations I, II, and III 
(with duplications eliminated) is estimated at about 
$850,000,000. This figure is the estimated total annual 
cost at the full level of operation within a ten-year 
period, and is presented primarily as a gauge of need. 

The estimated total includes (1) $705,000,000 — the 
additional annual expenditures for certain general 
health services to the entire population and for medi- 
cal services to limited groups of the population — the 
public assistance and otherwise medically needy 
groups — which should be reached within a ten-year 
period, and (2) $145,000,000 — the approximate aver- 
age annual cost of hospital construction and special 
grants-in-aid in the ten-year program proposed under 
Recommendation II. It is suggested that the Federal 
share of this amount would be approximately one-half. 

Recommendation IV is presented primarily as a 
more economical and effective method of making cur- 
rent expenditures for medical care, though it also makes 
provision for the medical care of persons who are not 
now receiving even essential services. An adequate 
general program of medical care is proposed in the 
form of alternative arrangements which may cost up 
to a maximum of $20 per person a year, i.e., no more 
than is already being spent through private purchase 
of medical care. Annual aid from government funds 
would be necessary to provide services for the care of 
the medically needy as proposed in Recommendation 
III and for the parts of Recommendation I which 
are included in the broad program set forth in Rec- 
ommendation IV. 

The Committee calls attention to the fact that, in 
some important respects, the five recommendations 
present alternative choices. However, the Committee is 
of the opinion that Recommendations I and II should 
be given special emphasis and priority in any con- 
sideration of a national health program more limited 
in scope than that which is outlined in the entire 
series of recommendations. 

The Technical Committee on Medical Care is firm 
in its conviction that, as progress is made toward the 
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control of various diseases and conditions, as facilities 
and services commensurate with the high standards 
of American medical practice are made more generally 
available, the coming decade, under a national health 
program, will see a major reduction in needless loss 
of life and suffering—an increasing prospect of 
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longer years of productive, self-supporting life in our 
population. 
Martha Eliot, Chairman Children’s Bureau, 
1. S. Falk, Social Security Board, 
Joseph W. Mountin 
George St. J. Perrott 
Clifford E. Waller, U. S. Public Health Service. 


II. A Detailed Summary of the Various Sections of the Report 


* OUTLINE 
Expansion of Public Health and Maternal and 
Child Health Services 


A. Expansion of General Public Health 
Services 

B. Expansion of Maternal and Child Health 
Services 


Expansion of Medical Services and Facilities 
A. Expansion of Hospital Facilities 
B. Medical Care for the Medically Needy 
Medical Problems of Self-Supporting Persons 
A. A General Program of Medical Care 
B. Insurance against Loss of Wages during 
Sickness 
Conclusion 


EXPANSION OF PUBLIC HEALTH AND MATERNAL AND 
CHILD HEALTH SERVICES 


A. EXPANSION OF GENERAL PUBLIC HEALTH SERVICES 


Outline 
The Need for Expanding Public Health 
Services 
1. Public Health Organization 
2. Specific Public Health Problems 
a) Tuberculosis 
b) Venereal Diseases 
c) Pneumonia 
d) Cancer 
e) Malaria 
f) Mental Hygiene 
g) Industrial Hygiene 


Part I. 


Part 11. Recommendations 
1. Public Health Organization 
2. Specific Health Problems 
a) Tuberculosis 
b) Venereal Diseases 
c) Pneumonia 
d) Cancer 
e) Malaria 
f) Mental Hygiene 
g) Industrial Hygiene 
3. Total Costs 


Part I. The Need for Expanding Public Health Services 


1. Public Health Organization 


The report calls attention, first of all, to the neces- 
sity of expanding public health organization. “Less 
than a third of the counties,” so it is said, “and even 
a smaller proportion of the cities employ full-time, 
professional health officers. . . . States expend through 
their health departments, on the average, 11 cents per 
capita, while some State appropriations fall as low 
as three cents.” The Social Security Act, under Title 
VI, Public Health Work, provides some remedy for 
the situation, and the effects of this legislation are 
reported to be apparent even now from the fact, for 
example, that a noteworthy increase has occurred in 
the number of counties under full-time health ad- 
ministration. 


Attention is called, furthermore, to the fact that 
full-time health administration is, of itself, no guar- 
antee of adequacy of service. Conditions in some of 
our cities are said to be “almost as bad as that exist- 
ing in a large part of our rural area.” In some places, 
health department activity is relatively restricted, 
consisting of the inspection of private premises for 
nuisances, or quarantine procedures for communicable 
diseases. Complaints may be justifiably lodged against 
inadequate inspection of the milk supply and the 
tolerance of insanitary privies in outlying sections. 

Federal aid, in remedying these conditions, is thought 
of as supplying a great need. A complacent attitude 
in the face of these situations is regarded as unjustifi- 
able. 
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2. Specific Public Health Problems 

With reference to certain diseases and conditions, 
the report calls attention to certain outstanding needs. 
a) Tuberculosis: 

The aim, with reference to this disease, should be 
its final eradication or at least a reduction of in- 
cidences “to a point where this disease is no longer 
a significant factor in morbidity and mortality.” 
Seventy thousand (70,000) persons are said to die of 
tuberculosis annually. Probably 420,000 persons are 
suffering from this disease, and this means that a 
tuberculosis population of 1,500,000 is maintained. 

b) Venereal Diseases: 

While the need for the public health control is said 
to be increasing and while recent congressional legisla- 
tion, “probably 60,000 cases of congenital syphilis 
sums of money now available will prove effective only 
for beginning an attack on venereal diseases. 

Five hundred and eighteen thousand (518,000) new 
patients “with early syphilis seek treatment each 
year”; while 1,037,000 cases of gonorrhea receive 
some measure of medical attention annually. In addi- 
tion, “probably 60,000 cases of congenital syphilis 
occur annually” and syphilitic complications are re- 
ported as causing “50,000 deaths in addition to those 
specifically assigned to syphilis ten per cent 
of first admissions to hospitals for mental disease 
are attributed to syphilis.” 

c) Pneumonia: 

Pneumonia serums are credited with a possible re- 
duction of the pneumonia mortality rate by 25 per 
cent. One hundred and fifty thousand (150,000) 
“deaths each year are now credited to pneumonia 
either as a primary or as a contributory cause of 
death.” Only 5 per cent of the pneumonia cases amen- 
able to serum therapy receive therapeutic serum. The 
high cost of the serum prevents its more extensive 
utilization and, what is more significant, the non- 
availability of rapid and accurate diagnosis reduces 
greatly the effectiveness of serum therapy. In “only 
eight States” do we find “active programs for accurate 
diagnosis by typing and for free distribution of serum, 

. and 29 per cent of American cities of 100,000 
population or over have made no provision for . 
typing” and serum distribution. 
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d) Cancer: 

Thirty thousand (30,000) deaths could be prevented 
so the report states, if only one-half of the patients 
suffering with cancer in accessible parts of the body 
were treated by the acceptable methods of surgery 
and radiation. “. only seven states have active 
state-wide cancer programs.” 

e) Malaria: 

The regions of the lower Mississippi and certain 
southeastern States are still active malarious areas. 
The disease is not showing a spontaneous decline. 
Economic difficulties stand in the way of eradication 
programs, even though in theory it should be easy to 
control the spread of the Anopheles mosquito. Drain- 
age operations, achieved through work-relief projects 
under WPA, have eliminated many mosquito breeding 
places. It is desired, however, that “a more perma- 
nent basis of financial support” for such projects be 
developed. ; 

f) Mental Hygiene: 

Mental Hygiene is recognized as being one of the 
prime needs of the American people. While one-half 
million persons are confined to nervous and mental 
institutions, a larger percentage of the population are 
“psychotic or defective in varying degrees.”’ There is 
a still larger proportion of the population which is 
“below par from the standpoint of intelligence or 
emotional balance. . . . A program involving federal 
assistance toward the expansion of both custodial and 
preventive facilities and services is indicated.” 

g) Industrial Hygiene: 

The health of 15 million persons who are engaged 
in productive occupations “should be of paramount 
concern to those entrusted with the welfare of this 
nation.” It is said that, at present, “inadequate serv- 
ices exist in most of the plants employing 500 or less 
workers.” There is need for preparing professional 
personnel throughout the country to assist in develop- 
ing a satisfactory program for these workers. Persons 
exposed to toxic substances and detrimental environ- 
ments, those also affected with occupational diseases, 
have health needs which must be effectively attacked. 
“Laboratory research and field research” in this area 
must be developed. 


Part II. Recommendations 


Attention is called to the fact that “Federal-State 
co-operative” programs provided under title VI (Pub- 
lic Health Work) of the Social Security Act should 
be expanded. This can be done (Recommendation IA) 
“through increased authorization for grants-in-aid to 
the States.” The Federal Government should partici- 
pate and should lead in “the inauguration and ex- 
pansion of . . . accepted health services.” 


1. Public Health Organization 
To develop local health organizations in counties 


and large cities and to provide consultants, “the Com- 
mittee recommends the addition of not less than $23,- 
000,000 to the amounts now available from all sources 
— Federal, State and local. This would be utilized 
largely for providing additional full-time health offi- 
cers, epidemiologists, public health nurses, sanitary 
engineers, sanitariums, laboratory technicians and 
other personnel.” 


2. Specific Health Problems 
With reference to the specific health problems, the 
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following recommendations are made: 
a) Tuberculosis: 

For the purpose of case-finding, through the applica- 
tion of X-Ray examination, the isolation and treat- 
ment of active patients, and periodic re-examination 
of latent or quiescent patients, as well as for the 
promotion of an active prevention program, the “Com- 
mittee recommends that $43,000,000 be made available 
annually from ail sources’; $37,500,000 to be used 
for providing hospital care, and the other $5,500,000 
to “be set aside for case-finding and other field serv- 
ices.” 

b) Venereal Diseases: 

For the control of Venereal Diseases the ‘“Com- 
mittee recommends” a progressive increase in Federal, 
State and local appropriations until a total of $50,- 
000,000 per year has been reached. 

c) Pneumonia: 

“For the development by States of programs for re- 
ducing pneumonia mortality, the Committee recom- 
mends annual appropriations from all sources 
amounting to $22,000,000. One-half of this amount 
would be available for the purchase of serum; the 
other half would be used for the support of labora- 
tories, nursing and other field services.” 

d) Cancer: 

To prevent mortality from cancer, “diagnostic and 
treatment centers, accessible to people in all 
parts of each State,” should be created. These centers 
may either be “self-contained units or may 
operate in conjunction with pre-existing general hos- 
pitals.” Additional appropriations from Federal, State 
and local sources, amounting to $25,000,000 annually, 
are recommended. “Cancer research under Federal 
leadership” has already been provided through the 
National Cancer Act of 1937. The recommendation, 
therefore, made by the Committee, contemplates the 
use of the additional sums for the development of 
diagnostic and treatment centers. 
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e) Malaria: 

For the development of the many aspects of malaria 
control, “the Committee recommends annual Federal, 
State and local appropriations of $10,000,000.” 

f) Mental Hygiene: 

In addition to the appropriations required for en- 
larging institutional facilities for the care of the 
mentally ill and defective, “the funds appropriated 
from all sources should reach the sum of $10,000,000 
as rapidly as possible and should continue annually 
thereafter.” 

g) Industrial Hygiene: 

Phases of an Industrial Hygiene program have al- 
ready been provided through title VI of the Social 
Security Act. Noteworthy achievements under such 
stimulation are said to have been developed. “An ap- 
propriation of not less than $20,000,000 is needed an- 
nually for the health agencies for essential research 
and for preventive work in the States.” 

3. Total Costs 

The total costs of the expanded program suggested 
by the Committee contemplate a total additional an- 
nual expenditure of $200,000,000. It was expected 
“that the Federal Government might . . . contribute 
approximately half for the country as a whole.” The 
principle of matching by the States or by local Govern- 
ment should not be applied rigorously; rather should 
the availability of state resources and other factors 
be given consideration. 

Nor is it contemplated that the sums of money here 
suggested should be made available in the first year 
of the new program. Ten million dollars might be 
appropriated by the Federal Government for the first 
year and then gradual increases should be authorized 
until the peak of an appropriation of $100,000,000 
from the Federal Government is “reached at the be- 
ginning of the seventh year.” The appropriations 
might be administered by the procedures already in 
operation under title VI of the Social Security Act. 


B. EXPANSION OF MATERNAL AND CHILD HEALTH SERVICES 


OUTLINE 
Introduction 
Part I. Evidences of Need for an Expanded Program 
1. Special Needs of Maternity and Infancy 
2. Special Needs of Children 
3. The Need for Consultation Service 
4. The National Character of the Program 
Part 11. Committee Recommendations 


1. Expansion under Title V, Part 1— Ma- 
ternal and Child Health 
a) Plan of Expansion 
b) Estimates of Cost of Proposed Program 
. Expansion under Title V, Part 2 — Serv- 
ices for Crippled Children 
3. Federal Participation and Participation by 


Dh 


States and Local Communities 
Recapitulation 


INTRODUCTION 

The Committee commits itself to that recognition 
of maternal and child health service which has so 
often been pointed out by other agencies interested in 
the problem. The Social Security Act has done much 
to develop interest in these questions and for the de- 
velopment of programs. It is said that the most seri- 
ous deficiency in the present programs for maternal 
and child health “is lack of provision for medical 
care for mothers and children who are so situated 
that they cannot obtain needed care without some 
form of assistance from the community.” 
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Part I. Evidences of Need 


1. Special Needs of Maternity and Infancy 

“Each year a birth occurs in the households of 2,- 
000,000 families in the United States. Pa" ‘ 
great and unnecessary wastage of maternal and infant 
life and impairment of health” is said to be wide- 
spread. 

“Each year about 14,000 women die from causes con- 
nected with pregnancy and childbirth; about 75,000 
infants are stillborn; nearly 70,000 infants die in the 
first month of life, four-fifths from causes associated 
with prenatal life or the process of birth; and at least 
35,000 children are left motherless.” If it is true that 
“from one half to two thirds of the maternal deaths 
are preventable; that the stillbirth rate can be reduced 
by two fifths; and that the deaths of newborn infants 
can be reduced at least one third and probably one 
half,’ 70,000 lives could be saved annually. 

In twenty-two years only a slight reduction has oc- 
curred in the maternal mortality rate and in the same 
period of time the death rate of infants under one 
year of age has remained practically constant. “Fifty- 
three thousand deaths of infants in the second to the 
twelfth month of life” still occur annually. Infant 
mortality is higher in rural areas than in the cities 
since 1929. 

Even today many women receive no prenatal care; 
only two years ago fully a quarter million women were 
not attended by a physician at the time of delivery; 
“in 1936, only 14 per cent of the births in rural areas 
occurred in a hospital, as contrasted with 71 per 
cent in cities.’ In a great majority of the births “no 
qualified nurse to aid in caring for the mother and 
baby” was available. 

In more than 1,000 counties “no public health nurse 
is employed to serve rural areas.” In some localities 
one nurse serves the population of more than 25,000 
people. “More than 1,100,000 births occur each year 
in families that are on relief or have total incomes... 
of less than $1,000.” “. planning on a national 
scale to make medical and nursing care at the time 
of delivery available either in the home or in the 
hospital” is clearly indicated. 
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for an Expanded Program 


2. Special Needs of Children 

“’. . it was found that of all children under 15 
years of age having illnesses that disabled them for 
seven days or more, 28 per cent had had neither a 
physician’s care nor hospital care. The proportion go- 
ing without such care was largest among children in 
families with incomes of less than $1,000 a year but 
not on relief” and was larger also than among children 
in families on relief. 

It seems obvious that between 1934 and 1936 as 
many as 14,000 children under 15 years of age died 
from communicable diseases. From all causes an “aver- 
age annual total of 88,000 deaths” is said to occur. 
While progress is recorded under Social Security legis- 
lation, especially for crippled children, there is need 
for further provisions. Of the 35,000,000 children under 
15 years of age in the United States, 13,000,000 are 
“in families with incomes of less than $800 a year,” 
or they are “on relief.” It seems indicated, therefore, 
that the Federal Government should interest itself 
particularly in this problem. 


3. The Need for Consultation Service 


The general practitioner cannot and should not dis- 
pense with consultation in giving maternal and child 
care. Since “hospitals with special services for chil- 
dren are not well distributed geographically” it seems 
particularly necessary that the service of specialists 
in the fields of child and maternity health should be 
made more easily accessible. 


4. The National Character of the Program 


The report vouches for the fact that such inequali- 
ties of opportunity as the following are known to exist: 
“" ,. . 12 States in the northeast and the District of 
Columbia, caring for 29 per cent of the nation’s chil- 
dren receive 41 per cent of the national income; 
whereas, 11 States in the southeast, caring for 25 per 
cent of the children, receive only 12 per cent of the 
national income.” It is said that there is a definite 
correlation between the number of children living in 
urban or in rural communities. 


Part II. The Committee’s Recommendations 


To meet the need for an increased maternal and 
child health program, the recommendation is made 
that the expansion of the present Federal-State Co- 
operative Program for Maternal and Child Welfare 
Services be effected according to the procedures and 
principles laid down in title V, Parts 1 and 2 of the 
Social Security Act. The following detailed considera- 
tions are outlined as Recommendation I — B: 

Expansion of the existing federal-state 
co-operative program for maternal and child 
welfare services under Title V, Parts 1 and 

2, of the Social Security Act. 


1. Expansion Under Title V, Part I — Maternal 
and Child Health 


At the present time, under Part I, title V, of the 
Social Security Act, the sum of $3,800,000 is available 
each year for allotment to the States through a Federal 
appropriation. The Federal participation should in- 
clude “(a@) Medical and nursing care of mothers 
throughout the period of maternity and of their new- 
born infants and (6) Health supervision and 
medical care of children.” It is suggested that the 
expansion should be orderly and progressive during 
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the next few years and that whatever plan may be 
devised be “compatible with sound administration,” 
and compatible also with “a reasonable program for 
training personnel.” It is assumed -that these purposes 
could be achieved by the end of the tenth year and 
that the program for the health supervision and medi- 
cal care of children would progress only as other rec- 
ommendations concerning the National Health, which 
are made in the later sections of the document, have 
become satisfactorily effective. 

a) Plan of Expansion: 

The plan of expansion is developed chiefly around 
an increase in the basic local health services. These 
should include “health supervision of pregnant women 
and of infants and preschool children” not only “by 
local physicians,” but also by professional persons in 
the professions auxiliary to medicine. The expansion 
is contemplated along three general lines: 

1. “Expansion of facilities for the conservation of 
the health of mothers and their newborn infants” 
—the facilities needed being medical service, 
expert diagnosis and consultation centers and 
hospital care; 

2. “Expansion of facilities for the conservation of 
the health of children” through “health super- 
vision, medical care and, when necessary hospital- 
ization of older infants and children — the health 
supervision and medical care to be provided by 
qualified local physicians” and “specialized con- 
sultants” who are available in the diagnostic 
centers, or elsewhere, as the circumstances may 
vary ; 

3. Expansion of the facilities “for postgraduate 
training of professional personnel.” By the latter 
term are understood not merely physicians but 
also nurses and those who labor in the medical- 
social fields. 

b) Estimates of Cost of Proposed Program: 

Increased appropriations for grants-in-aid to States 
are recommended to be made under title V, part 1, 
of the Social Security Act. Estimates of cost are avail- 
able for “(1) maternity care and care of newborn in- 
fants, and (2) for health supervision and medical care 
of children.” The estimates of the cost for maternity 
care are based on the needs of “families on relief or 
with incomes of less than $1,000 a year.” In this group, 
it is stated, there are approximately 1,100,000 births 
annually. The estimates for the cost of conservation 
of the health of children are based on the number of 
“children under 15 years of age in that third of the 
population” which must be assisted financially in order 
that they may obtain “basic health and medical serv- 
ices. . . .” It is suggested that a minimum of $10.00 
per child, per year, is necessary to secure essential 
medical services for children, although in actual cases 
extensive variations would probably occur. 
Estimates for Maternity Care and Care of Newborn 

Infants : 
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To supply the necessary medical, nursing and hos- 
pital care and to develop and maintain furthermore 
“10,000 additional maternal and child health consulta- 
tion centers,’ and the development of centers “for 
postgraduate instruction of physicians, nurses and 
medical social workers” and to provide for adminis- 
tration, would require approximately $95,000,000 a 
year. The Federal Government should be asked to 
assume a maximum of $47,500,000. For the first year 
of the new program approximately $4,500,000 should 
be provided. By the end of the fifth year the appro- 
priation should amount to approximately $25,000,000 
and the full amount should be reached in approxi- 
mately ten years. 

Estimates for Health Supervision and Medical Care 
of Children: 

Assuming that an average cost of $10.00 per child, 
per year, is a fair estimate under the conditions al- 
ready stated, it would cost $130,000,000 a year, since 
there are approximately 13,000,000 children under 15 
years of age in need of financial assistance, for the 
basic health and medical services. For the first year 
only an additional $3,000,000 would be asked, which 
should be increased to $15,000,000 by the end of the 
fifth year and a sum of $30,000,000 by the end of the 
tenth year. 


2. Expansion Under Title V, Part 2— Services 
for Crippled Children 

Part 2, Title V of the Social Security Act provides 
for services for crippled children. To meet the ascer- 
tained needs it is suggested that “an additional ap- 
propriation . . . of $2,000,000 would be needed” in 
the first year of operation of an expanded program and 
that by the end of the fifth year “not less than $5,- 
000,000 would be needed. . . .” 


3. Federal Participation and Participation by 
States and Local Communities 

The character of the participation between the 
Federal Government and States and local communities 
is further defined by the thought that, at first, ex- 
pansion of existing services would throw a relatively 
larger part of the responsibility on the Federal Govern- 
ment, but that as time progressed the Federal Govern- 
ment’s participation would be reduced. The criteria 
to be used in making grants-in-aid to the States, for 
the purposes here specified are to be: “(1) the ability 
of States to provide for support of necessary services, 
and (2) the need for maternal and child care as shown 
by mortality and morbidity rates. . . .” 


RECAPITULATION 
If the proposed program is to be carried out, pro- 
vision should be made for the following amounts: 
Maternity care and care of newborn infants $4,500,000 
Medical care of children. . 3,000,000 
Services for crippled children 2,000,000 
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A. EXPANSION OF HOSPITAL FACILITIES 
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b) Distribution 
c) Use of Hospital Facilities 
d) Stability of Hospitals 
2. Tuberculosis Saneatoria 
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4. Functions Other Than Bed Care 
a) Out-Patient Services 
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2. Expansion of Tuberculosis Sanatorium 
Facilities 
3. Expansion of Mental Institution Facilities 
4. Temporary (3-year) Maintenance Grants 
5. Estimated Costs for Construction 
6. Estimated Costs of Temporary Mainte- 
nance Grants 
Summary 


Part I. Status and Need of Hospital Facilities 


Attention is called to the fact that due consideration 
must be given to hospitals if any scheme is to be 
successful for promoting the nation’s health. The 
justification of this statement lies in the growing im- 
portance of the hospital itself. As medicine advances, 
diagnosis and care may become more complicated and 
difficult. The definition of diagnosis and care, as ap- 
plied in general hospitals, tuberculosis and mental hos- 
pitals, is obviously different. 


1. General Hospitals 


The claim is made in the document that, accord- 
ing to the registration statistics of the American 
Medical Association, there are now close to 4,500 gen- 
eral hospitals in the United States, more than one- 
half of them being organized not for profit. 
Approximately one-third are proprietary and State 
and local governments control approximately 15 per 
cent of them. As for bed capacities, 410,000 beds are 
found in general hospitals of this country. Out of the 
410,000 beds in general hospitals, 27 per cent are 
found in hospitals controlled by the State and local 
governments; 62 per cent in the non-profit hospitals 
and 11 per cent in the institutions that are described 
as proprietary. 

a) Source of Income: 

Governmental hospitals are supported by taxation; 
other hospitals, largely on the basis of fees collected 
from patients. Patients furnish seventy (70) per cent 
of the income in the institutions organized not-for- 
profit and ninety (90) per cent of the income in pro- 
prietary institutions. Only six (6) per cent of the 
total income is produced by endowments in non-profit 
hospitals and gifts amount to approximately the same 
percentage of the total income for institutions organ- 
ized not-for-profit. Government agencies contributed to 
non-profit and proprietary hospitals, for the care of 
public charges, sums of money which, in 1935, ex- 
ceeded the total of all private gifts. It is obviously the 


pay patient in the hospital, so the report indicates, 
who is chiefly responsible for the continuance of the 
hospital. Since the pay patients are over-charged, the 
report further states, it is really they who are respon- 
sible for the creation of a reserve, by reason of which, 
in turn, unremunerated service may be rendered to the 
less favored patients. 

b) Distribution: 

The report goes on to show that 1,338 counties in the 
United States do not contain a general hospital. Con- 
siderable variation exists with reference to the ratio 
of beds for 1,000 of the population in large cities, as 
contrasted with that ratio for smaller communities. In 
twenty-three large cities, there are more than 5.2 
beds per thousand population, but the percentage is as 
low as 3.1 beds per thousand of the population in 
certain non-metropolitan areas in 25 per cent of the 
States. It is surmised in the report that voluntary hos- 
pitals have been placed rather with reference to eco- 
nomic opportunity than with reference to the social 
needs of the population. It is pointed out, further- 
more, that the mere presence of a hospital in a county 
or in an adjoining area does not guarantee, of itself, 
a measure of adequacy in available medical care. In 
other words, if the measure of dependence of a hos- 
pital on fees paid by patients is considered as a 
factor in the available medical care with the location 
of a hospital, it becomes obvious that large segments 
of the population are deprived of hospital services 
which are badly needed. Hence, even if it be admitted 
that there are 1,737 counties which have within their 
limits at least one general hospital, it still remains 
true that in 519 of these there are no other than pro- 
prietary general hospitals, 768 of the counties being 
served by non-profit hospitals and 432 of them having 
tax supported institutions. 

It is concluded that the National Health Survey 
has demonstrated the amount of chronic disease, which 
in some cases requires diagnostic and treatment serv- 
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ice, equivalent to the needs of acute patients and also 
the need and economy of adequate care. 
c) Use of Hospital Facilities: 

The average daily census in general hospitals is ap- 
proximately 70 per cent of the bed capacity, the large 
and medium sized hospitals being utilized more fully 
than the small ones. Tax supported institutions are 
fully utilized but occupancy percentages in hospitals 
depending on patient fees may fall below 50 per cent. 
There is, moreover, a seasonal variation in the per- 
centage of occupancy. Between these extreme condi- 
tions “occupancy is inversely related to the 
percentage of income that is derived from patients.” 
Hence, the hospital’s income, as derived from different 
sources, may be used as an index of the institution's 
“ability to serve different economic groups.’”’ Where 
no provision is made to supply hospital service “for 
necessitous patients,” the greatest hardship to the 
people results by reason of “the economic barrier.” 

d) Stability of Hospitals: 

Uninterrupted hospital operation between 1928 and 
1936 was carried out by 83 per cent of the government 
hospitals, by 73 per cent of the hospitals classified 
as church and corporation and by 37 per cent of the 
institutions operated by individuals and partners. 
Management and financial administration are known 
to be both operative in securing stability of hospital 
service. 

2. Tuberculosis Sanatoria 
a) Existing Facilities: 

For the care of tuberculous patients there are 65,000 
sanatorium beds and in addition 22,000 beds in other 
hospitals. Of the beds in the sanatoria, “. 80 per 
cent are operated by State and local governments and 
20 per cent by non-profit and proprietary agencies.” 
b) Source of Support and Use of Tuberculosis Facili- 

ties: 

A relationship has been found in the study between 
the source of the financial support and the use of the 
available -beds, beds being more extensively used as 
payment for them is made available through other 
sources than payment by the patient. In tax supported 
institutions bed care is furnished without cost to the 
patient. Only “a small proportion of the patients meets 
the costs” of medical care and it is thought imperative 
that an immediate need is the increase in the existing 
number of beds for tuberculous patients who are un- 
able to pay for this care. 


3. Mental Institutions 


Institutional care for persons with mental disorders 
may be thought of as being supported chiefly by State 
and local governments. It is in this group of institu- 
tions that we find 96 per cent of the 509,000 beds 
available in mental hospitals. It is said, furthermore, 
that private institutions, in general, serve the well-to- 
do patients. 

Generally speaking, tax supported mental hospitals 
report crowded conditions. It is pointed out, further- 
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more, that mental hospitals under government control 
have a much higher percentage of occupancy than 
private mental institutions. Briefly, “governmental 
hospitals for persons with mental disorders may be 
characterized as follows: They are large; they are 
numerous; and they are fully occupied. Nongovern- 
mental hospitals, on the other hand, are small and less 
completely filled.” 


4. Functions Other Than Bed Care 
a) Out-Patient Services: 

While it is recognized that the out-patient depart- 
ments of our hospitals have some advantages in making 
medical care accessible to all classes of the people, it 
is pointed out, nevertheless, that “at the present time 
out-patient departments are not sufficiently numerous 
or widespread to afford a basis of operation.” It is 
recognized that the out-patient department helps to 
meet the needs of the sick poor; that it gives service 
at reduced cost to the patient; that “the clinic brings 
together specialists representing various branches of 
medicine at a place where they have access to labora- 
tory services, X-ray, and similar aids to diagnosis and 
therapy.” They should, therefore, be recognized as 
factors in supplying “medical care for needy persons.” 
Nevertheless, they are said to be numerically deficient 
and unevenly distributed to a degree that makes them 
even less satisfactory, from national viewpoints, than 
the hospitals, in making medical attention accessible 
to all the people. General out-patient departments are 
features that are restricted to the large cities. Each 
of the cities of the country having a population as 
great as 250,000 persons reports one or more out-pa- 
tient departments. “Only 2 per cent of the cities below 
10,000 population have such resources.” Of the cities 
with 50,000 population only “half are provided with 
this type of service.” 

Mental and tuberculosis hospitals, for the most part, 
do not have out-patient departments. Of the 770 or- 
ganized out-patient departments operating in con- 
junction with the general hospital, only 115 have 
psychiatric divisions; while apparently there are only 
30 out-patient departments associated with hospitals 
for the care of nervous and mental patients. Similarly, 
only 201 out-patient departments of the 770 referred 
to above conduct tuberculosis clinics. Sixty-one of 
these are associated with tuberculosis sanatoria. In 
the new program it is contemplated to use existing 
facilities and where necessary to develop them in areas 
remote from hospitals. However, it will be necessary 
to organize diagnostic and treatment centers which, 
it is planned, are to “be used jointly by the practicing 
physician and the public health agencies.” 

b) Influence on Medical Practice: 

“The Committee believes it is feasible, through 
proper equipment and staff arrangement, for hospitals 
to become institutions for elevating medical practice 
and for extending various types of care to all groups of 
the population.” 
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Part II. Recommendations 


It is alleged that data available to the Committee 
and to the public lead to the conclusion “that there 
are deficiencies in the present scheme of organization 
which serve to limit the usefulness of hospitals to 
patients and circumscribe their influence on medical 
practice.” The deficiencies are said to be (a) “insuffi- 
cient number of institutions and beds,” (b) “improper 
location,” (c) “incomplete services” and (d) “inade- 
quacy of financial support.” These inadequacies do 
not apply equally to all hospitals nor to all classifica- 
tions of hospitals. It is believed that the recommenda- 
tion of the Committee, through “public support of 
hospital care, (especially) for necessitous persons will 
bring about greater use for existing facilities.” This, 
however, is not enough; “further construction, exten- 
sion of services, and broadening of the basis for finan- 
cial support are indicated.” Hence, Recommendation 
II: 


“Federal grants-in-aid for the construction 
of needed hospitals and similar facilities, and 
special grants on a diminishing basis towards 
defraying the operating costs of these new 
institutions in the first three years of their 
existence.” 


1. Expansion of General Hospitals 

“Seventy-two million (72,000,000) people residing 
in . . . trade areas” are now benefited by hospital 
facilities which approach a “standard of adequacy” 
of “4.5 hospital beds per 1,000 population.” Other 
population units reside in States which have between 
1.26 and 5.5 beds per 1,000 of the population; “3.1 
beds per 1,000 population representing the median 
State.” “To bring all State averages up to 4.5 (beds 
per thousand of the population) will require the addi- 
tion of 180,000 beds”; some of these “to be added to 
existing hospitals, but most of them (to be added in) 
new units . . . located in areas” not now adequately 
supplied by hospitals. It is said that “there is need 
for at least 500 hospitals in areas largely rural in 
character. These hospitals would be primarily small 
(30 to 60 bed) institutions. The large number of beds 
needed for chronic patients should usually be built in 
association with general hospitals.”’ 


2. Expansion of Tuberculosis Sanatorium 
Facilities 

To bring the facilities in the whole country to the 
acceptable standard of two beds per annual tuber- 
culosis death, “would require the addition of approxi- 
mately 50,000 beds” for the tuberculous, even if we 
allow for a continuing reduction in the number of 
deaths. Some of these beds should be “incorporated 
in existing general hospitals but in several states . . . 
new institutions should be developed.” 

3. Expansion of Mental Institution Facilities 

Surveying the States, with reference to present 


facilities in mental institutions, it is found that 3.86 
beds per thousand of the population represents the 
median State. The standard of the States which have 
made better provisions for mental cases, however, 
demands 4.8 beds per thousand of the population and 
the latter figure is regarded as “a reasonable stand- 
ard.” To achieve this in all the States will require “the 
addition of 130,000 beds to existing accommodations.” 
Again, “existing institutions might be enlarged” or 
new units added “as local circumstances warrant.” 

4. Temporary (3-year) Maintenance Grants 

It is recognized that the mere addition of beds is 
not a solution of the national problem, particularly 
since these beds are to be placed “in areas of low 
wealth.” Hence, a program providing “Federal grants- 
in-aid for the maintenance of . additional beds 
during the first three years of their operation must be 
planned.” 


5. Estimated Cost for Construction 


General Hospitals and Diagnostic Centers: 

To meet the needs for additional general hospitals 
and for diagnostic centers, and using a cost value of 
$3,500 per bed, an estimated amount of $630,000,000 
is required to pay for the needed 180,000 beds. Sixty 
million dollars of this sum would be required for rural 
hospitals. The 500 diagnostic centers which it is 
recommended should be provided in remote rural 
areas, would cost approximately $1,500,000. 
Tuberculosis Hospitals: 

“By assuming an average cost per bed of $3,000, 
the total expenditure thus incurred for construction 
of 50,000 beds would be in the neighborhood of $150,- 
000,000.” 

Mental Institutions: 

“The erection of mental hospitals to accommodate 
130,000 beds costing $2,500 each would necessitate a 
total outlay of about $325,000,000.” 

The costs to the Federal Government to supply the 
grants-in-aid for the hospital construction program 
should reach 50 per cent of the total costs “entailing a 
total outlay of $552,250,000 on the part of the Federal 
Government.” 


6. Estimated Costs of Temporary Maintenance 
Grants 


“Recommended Federal grants are computed on a 
basis of $300 per bed, per annum for general and 
tuberculosis hospitals and $150 for mental institu- 
tions.” For the nation as a whole, 50 per cent of the 
actual patient-day costs should be the maximum con- 
templated in the temporary maintenance grants — the 
percentage thus contributed by the Federal Govern- 
ment decreasing during the second and third year of 
operation. A maximum total Federal cost, distributed 
over a period of years, beginning with the completion 
of the first hospital and ending three years after the 
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completion of the last institution, would reach the 
total of $177,000,000. 


SUMMARY 

The Committee advises that: (a) “hospital accom- 
modations and the scheme of organization are ill- 
adapted to the varying needs of people living under 
different social, economic, and geographic circum- 
stances;” (6) in general hospitals “the percentage of 
beds that must be supported through fees from 
patients is out of proportion to the income distribu- 
tion of the population,” which fact is alleged to 
account for the unoccupied full pay beds during a 
large part of the time; (c) the number of “low cost 
and free beds” is too small to satisfy national needs; 
(d) the free and low cost beds “are concentrated in 
centers of wealth and population”; (e) some “1,300 
counties have no hospitals, (while) . 520 (coun- 
ties) contain one or more small proprietary institu- 
tions only and 423 counties have (only) local tax 
supported facilities.” These (alleged) facts contribute 
to the present situation in which “the rich and the 
poor of large cities secure proportionately more service 
than those of moderate means; (while) rural people 
generally have less hospital care than those residing 
in large cities and admission of the poor to 
hospital beds in rural areas and the smaller towns is 
confined very largely to emergency surgery.” 

To remedy these inadequacies, the recommenda- 
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tions of the Committee referred to above are sum- 
marized as follows: (a) Construction costs involving 
a total of $552,500,000 of which $315,000,000 is recom- 
mended to be set aside for 180,000 additional beds in 
general hospitals; $75,000,000 for 50,000 additional 
beds for the care of tuberculous patients and $162,- 
500,000 for 130,000 additional beds in institutions for 
the care of mental patients, and, (b) maintenance 
allowance for a three year period totaling $177,000,000 
of which $108,000,000 would be allocated to the main- 
tenance of the additional beds in general hospitals; 
$30,000,000 for the additional beds for tuberculous 
patients and $39,000,000 for the expanded program 
of care for mental patients. 

The statement is made that the free clinics are a 
device which “is not a factor of any moment in medi- 
cal care for the country as a whole, since only 17 per 
cent of general hospitals operate out-patient depart- 
ments and nearly one-half of the service is rendered 
in the five largest cities having over a million inhabi- 
tants.” 

While tuberculosis and mental hospitals are sup- 
ported by taxation, the accommodations in most states 
“are not sufficient for the population (and) many 
plants are in need of modernization.” Moreover, these 
hospitals “have failed to develop services for ambula- 
tory patients” and have failed “in so many places to 
become an integral part of the community program 
for medical service.” 


B. MEDICAL CARE FOR THE MEDICALLY NEEDY 


OUTLINE 


Introduction 
Part 1. The Existing Need 
1. The Medically Needy Population 
2. The Case Load of Iliness 
3. The Uneven Distribution of Medical 
Facilities and Personnel 
4. Sickness and Economic Status 
. Medical Care and Income 
6. Present Financial Status of Public Medi- 
cal Care 


wn 


Part 11. The Committee’s Recommendations 
1. Size of the Population to be Served 
2. Costs of the Recommended Program 
3. Method of Allocating Grants 


Summary 
INTRODUCTION 


The Committee bases its discussion of this impor- 
tant problem on the principle “that the maintenance 


of the health of the citizens is a responsibility of Gov- 
ernment,” this responsibility implying not only the 
provision of adequate facilities and services for the 
prevention of disease, but also adequate treatment of 
illness. “. the lack of a unified public policy 
creates a barrier to the achievement of this objective.” 

With reference to the care of the needy, however, 
while the laws of the states are such that they permit 
the distribution of medical care to certain groups as 
public charges, again widely diverse results are found 
in the different states in the application of these laws. 
Moreover, none of the states have thus far enacted 
laws permitting the expenditure of public funds for 
that section of the self-sustaining population which 
is above the relief level and which is particularly 
threatened by the cost of sickness. 

The Committee concludes that medical care re- 
mains, on the whole, “an economic commodity.” 
Furthermore, “the fact that this ‘economic commodity’ 
is chiefly a professional service does not alter the basic 
fact.” 
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Part I. The Existing Need 


1. The Medically Needy Population 

Approximately 40,000,000 persons in the United 
States today live in families having incomes of less 
than $800. One-third of our population, therefore, live 
in families whose incomes place them “at an emer- 
gency level.” In these families medical care, when and 
if it is necessary is purchased, if it is purchased, “at 
the risk of the deprivation of food, clothing, shelter 
and other essentials.” In April, 1938, there were in- 
cluded in this 40,000,000 persons, “11,000,000 persons 
in families on work relief rolls, 6,000,000 in families 
receiving general relief and 3,000,000, wards of the 
Government, under the Social Security Act — almost 
1,000,000 dependent children with their mothers, 
about 2,000,000 recipients of old age assistance and 
55,000 dependent blind persons.” Over twenty million 
persons, therefore, were “dependent on the Govern- 
ment for food and shelter,” but were “dependent on 
public funds and private philanthropy for medical 
care.” When sickness occurs, another twenty million 
people “in the marginal income class, above the relief 
level,” who are otherwise self-sustaining, also become 
dependent on public funds or private philanthropy for 
medical care. 

The medically needy, therefore, comprise one-third 
of our population, twenty million of whom are de- 
pendent on the Government for the necessities of life 
and twenty million of whom are at the marginal in- 
come levels but all dependent upon public funds and 
private philanthropy in case of illness. 


2. The Case Load of Illness 


In this group of medically needy, “approximately 
twenty million cases of disabling illness” occur each 
year, eight million cases being of disabilities “of at 
least a week’s duration.” Under the conditions of 1935, 
“two million of the more seriously disabled illnesses” 
received no medical care and of the six million receiv- 
ing such attention, two million were patients in gen- 
eral hospitals. 

As for the specific causes of illness, one million 
cases of infectious disease occur in the child popula- 
tion; one-quarter of a million cases of pneumonia; 
425,000 cases of tonsilitis; almost 200,000 cases of 
appendicitis; 700,000 accidental injuries, of which 
one-quarter of a million will require hospital care, 
and 175,000 cases requiring orthopedic attention, may 
be expected on the basis of the nation’s patient ex- 
perience, while a majority of those here listed may 
become totally disabled. The chronic diseases of later 
life will account for approximately one million cases 
of illness. These are worthy of particular note since, 
in addition to the “special requirements for diagnosis 
and treatment,” illness from such causes, due to the 
usual length of illness, place a heavier tax upon the 
families of the low income groups. Diseases such as 


tuberculosis and mental illness also “place a special 
burden on the poor.” 


3. The Uneven Distribution of Medical Facilities 
and Personnel 

The uneven distribution of hospitals and out-patient 
departments and, consequently, of medical and nurs- 
ing personnel have already been noted as constitut- 
ing “a serious defect in our national” life. “In rural 
areas” both “rich and poor . . . encounter difficulties 
in securing adequate medical care.” In the smaller 
cities the poor are apt to suffer the results of illness 
to a greater extent than the relatively rich. In the 
larger cities where “the supply of medical * facilities 
and personnel becomes more abundant for rich and 
poor,” various health services supplement the re- 
sources of the low income families. It is admitted that 
in these areas the medically needy population is more 
advantageously placed with reference to the availabil- 
ity of health in its needs, but in these areas also 
service to the poor does not supply adequately for the 
entire group of medically needy. “ . . . in the smaller 
cities and rural areas” the existence of limited hos- 
pital and medical facilities “create an additional ob- 
stacle” to the diffusion of adequate medical care. 


4. Sickness and Economic Status 


The medical needs of persons in low income groups 
exceed the needs of persons on the higher economic 
levels. The death rate might be taken as an index; 
the death rate for the poor is “higher than for the well- 
to-do.” This is evident from the death rates in diverse 
occupations, “from the infant mortality rates, from 
the tuberculosis rates and from mortality statistics 
for other important causes of death.” “The association 
of sickness with low income has been shown by 
numerous surveys ” In its study of two and 
one-quarter million persons for a twelve month period, 
the National Health Survey of 1935-1936 reported on 
429,000 persons who were members of families on 
relief during the survey, and an additional 562,000 
persons who were members of “families in the mar- 
ginal income class but above the relief level.” 

The survey showed that “in large and small cities,” 
as well as in rural areas, “in all regions of the coun- 
try . . . the frequency and severity of illness was 
uniformly higher in relief and marginal income 
families than in any other income class.” In the urban 
areas “the excess in the frequency rate of sickness in 
the relief population, in comparison with that of the 
highest income class, was 62 per cent; for the mar- 
ginal income class above the relief level, the excess 
was 23 per cent.” The duration of illness also varied 
from an average of 16 days in the relief population 
to a duration of 12 days in the marginal income class 
and to 7 days in the highest income class. Among 
children results were found which in their general 
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trend confirmed the findings just summarized. “One 
in every 20 family heads in the relief population was 
unable to work because of chronic disability, as con- 
trasted with only one in 250 heads of families with 
incomes of $3,000 and over.” 

the tuberculosis case rate was more than 
six times as high (in relief families) as that of families 
above the $3,000 income level”; in southern relief 
families it was ten times as high as in families of the 
upper income group. 

As a general conclusion to its presentation of data 
in this section the report concludes “that sickness 
occurs more often and with greater severity among 
the poor than among those in moderate or comfortable 
economic circumstances.” 


5. Medical Care and Income 

“Notwithstanding their greater need, the poor ob- 
tain less medical care than the well-to-do.” In a sur- 
vey just before the depression, it was shown “that 
well-to-do sick persons receive nearly three times as 
many services from physicians, six times as many in 
each 100 received dental care, two and one-half times 
as many had health examinations as did self-sustaining 
families with incomes under $1,200 a year.” 

Further illustration of the inadequacy of medical 
care among the poor is afforded by such facts as the 
following: (1) “among children under 15 years of age 
the disparity in medical attendance of illness at 
various income levels was found to be even greater 
than among adults, and, although apparent in all 
areas, was particularly marked in the South”; (2) “In 
the small cities of the South, about one-sixth of the 
deliveries to white women, and almost one half of the 
deliveries to Negro women in families with income 
under $1,000 took place without the attendance of a 
physician.” 

“Among Negro families in the relief and marginal 
income groups in the South, the average length of 
hospital-stay per patient with tuberculosis was 94 
days, compared with 159 days for the average hos- 
pitalized case in white families of this class in the 
South, and 174 days, for the Northeast.” It is true 
that in the large cities the cases “of certain chronic 
diseases receiving hospital care was approxi- 
mately the same among the rich and poor” but even 
higher “for relief families than for the marginal in- 
come class.” In cities having inadequate hospital 
facilities “the proportion of chronic cases hospitalized 
in low income families” was smaller than that of 
families in the higher income brackets. 

It is admitted, furthermore that “the well-to-do, 
themselves, on the average do not obtain care which 
is adequate in comparison with professional stand- 
ards.” This section of the report concludes as follows: 
“The receipt of medical care depends largely on in- 
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come and . . . people of small means, or none at all, 
though having the greatest need for care, receive, on 
the whole, the least service.” 


6. Present Financial Basis of Public Medical 
Care 

To meet the needs for medical care of the twenty 
million persons who are dependent on public support 
for general living, Government expenditures in 1935 
for all health and medical service amounted to $520,- 
000,000. The distribution of this amount for various 
services is apparent from the following table: 


Governmental Contribution for Public Medical 
Care 
Hospital Care in Federal Institutions. ..$ 72,000,000 


Hospital Care for Tuberculosis and 


Mental Patients 157,000,000 
General Hospital Care 105,000,000 
Public Health Services 130,000,000 
Medical Care for the Sick Poor 25,000,000 
Other Services 31,000,000 

Total ree re $520,000,000 


It is apparent from the above table that approxi- 
mately $130,000,000 was spent to supply tax sup- 
ported medical care; admittedly, however, not merely 
for the medically needy portion of the population, but 
also for persons-with incomes somewhat above the 
marginal level. These expenditures were not uni- 
formly distributed; some states and communities 
spending very much more than others for the medi- 
cally needy. 

“. . . the cost of supplying essential medical 
service at an emergency level to the medically needy” 
would amount to $400,000,000. If it is required to 
render more than essential medical service and to 
supply more than minimal medical care, on the basis 
of “individual purchase,” and “on a standard fee 
basis,” the cost of the service to meet the needs would 
be $2,000,000,000 a year. 

It is apparent, therefore, “that the handicap of in- 
sufficient funds severely limits the ability of public 
welfare agencies to meet the medical needs of the 
public assistance group,” in various ways: (1) “the 
effective distribution of public medical care is im- 
peded by a lack of established procedures in its ad- 
ministration”; (2) administration at present is char- 
acterized “by division, overlapping and duplication 
of authority, lack of a satisfactory policy for deter- 
mining eligibility and insufficiency and low 
standards of medical service”; (3) “the present policy 
of public welfare agencies is casual and uneven,” and 
(4) sufficient provision has not been made to safe- 
guard against the danger of economic consequences in 
the individual family, resulting from illness. 
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Part II. The Committee’s Recommendations 


Assuming “the need for . public financing of 
medical care of medically needy persons” to 
be demonstrated by such factors as here adduced, it 
remains to point out that states and local commu- 
nities are unable “to support public medical care with- 
out the aid of Federal funds.” Furthermore, “the 
charity of private physicians and the resources of 
voluntary institutions are inadequate to meet the de- 
mands of this group for medical care.” The Com- 
mittee, therefore, is convinced that “a plan of financial 
co-operation between the State and Federal govern- 
ments is necessary” to meet the situation and, there- 
fore, recommends : 

“Federal grants-in-aid to the States toward 
the cost of a medical care program for 
recipients of public assistance and other 
medically needy persons.” 

In this recommendation it is contemplated that 
public medical care be given “to two broad groups of 
the population”: (1) “to those for whom the State 
and Federal governments . . . have already accepted 
some responsibility, through the public assistance pro- 
visions of the Social Security Act, through the work 
relief program or through provision of general relief” 
and (2) “To those who, though able to obtain food, 
shelter and clothing from their own resources, are 
unable to procure necessary medical care.” 

In the organization of this new responsibility, which 
it is recommended should be assumed by government, 
the program should be based upon “existing preventive 
health services.” The program, however, is thought of 
as additional to the programs already recommended 
in recommendations I and II. In other words, it is 
not merely planned to enlarge the health projects of 
various titles of the Social Security Act and similar 
legislation but is intended to be supplementary to 
these so that wider groups of the population may be 
assisted. -The program should include medical and sur- 
gical care, diagnostic services, medicine and appliances, 
hospitalization, bed-side nursing care and emergency 
dental care, but all on the basis of “minimum essen- 
tial needs.” Since maternity care and care of the tuber- 
culous and mentally diseased persons is already pro- 
vided for under other titles, it would necessarily be 
here omitted. 

“The use of nongovernmental hospital beds for 
medically needy persons paid for on a proper basis 
by public funds is presumed as a part of this program 
wherever local conditions render this policy necessary 
or expedient. It is taken for granted that the medical 
and allied professions and institutions will participate 
in the administration of this program as has been the 
case in many states and communities.” 


1. Size of the Population to be Served 
The population contemplated in this program for 


supplying medical attention to the medically needy is 
the group of 40,000,000 people discussed above. Per- 
haps the number to be included should be greater. 
The estimate of 40,000,000 includes all persons in 
families having incomes of $800 per year or less. In 
defining the medically needy, it would seem to be more 
desirable to include all those persons living in families 
which have incomes of $1,000 or less and, therefore, 
the medically needy are more numerous than simply 
the 40,000,000 persons just discussed. 


2. Costs of the Recommended Program 


The cost of the recommended program is based on 
an estimated cost of ten dollars per person in the 
population served, which amount could probably pur- 
chase “essential medical services, hospitalization ‘as 
specified’ and emergency dentistry.” The total annual 
cost would, therefore, be $400,000,000. The proposed 
Federal contribution towards this cost should be 50 
per cent or $200,000,000 annually, “to be matched by 
an equal contribution from the States.” The expen- 
ditures, as the program expands, should be annually 
progressive. It might amount to $50,000,000 in the 
first year, $150,000,000 in the fifth year and $400,- 
000,000 at the end of or before the tenth year. 

“Adequate care, exclusive of dentistry,” would, of 
course, cost “more than twice” the amount of a cost 
per person, per year, of ten dollars. The present recom- 
mendation must be understood as meaning that these 
costs are to be supplemental to the recommendations 
made elsewhere for preventive medicine and also sup- 
plemental to the expenditures recommended for ex- 
panding public health services, for the expanding 
tuberculosis program, the mental disease program, the 
expanding programs for cancer, venereal disease, 
pneumonia, malaria and industrial hygiene, as well as 
supplemental also to the expanding programs for 
maternal and child health services. 


3. Method of Allocating Grants 

The basis of allocation to the states of the pro- 
posed “$200,000,000 Federal contribution” should not 
take place on the “matching principle,’ but on the 
basis of two factors: “(1) the number of the popula- 
tion in each State which is dependent or otherwise 
medically needy; (2) the financial status and re- 
sources of the State.” “The States, themselves,” so it 
is expected, “will take into account the wide varia- 
tions in needs (which exist in) different areas,” both 
without and within the State boundaries. Administra- 
tive responsibility will rest with the State govern- 
ments. Eligibility of a State for Federal grants-in-aid 
“would depend” upon compliance with “certain mini- 
mum conditions regarding the service to be rendered,” 
as well as upon the States’ ability to provide funds to 
share in the cost. 
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SUMMARY 


In summary of this section it is said: “The present 
system of public medical care offers no satisfactory 
solution for the problem of providing adequate care 
to the medically needy. Its restricted legal basis per- 
mits care chiefly to general relief clients, providing 
unevenly for other recipients of public assistance, and 
recognizing only to a limited degree the needs of 
otherwise self-supporting persons whose private in- 
come is insufficient to meet the costs of medical care.” 
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But “practical operation of the system is further im- 
peded by lack of funds, over-lapping of authority, and 
insufficiency and poor standards of medical service.” 
Finally, it is said: “The success of the program will 
depend upon the full co-operation of physicians and 
others involved in giving medical services, of public 
and private hospitals and clinics, of health depart- 
ments and welfare agencies . . . but the problems of 
executing the program must not be permitted to ob- 
scure the need for Federal aid in securing to these 
needy citizens their rights to health.” 


THE MEDICAL PROBLEMS OF SELF-SUPPORTING PERSONS* 
A. A GENERAL PROGRAM OF MEDICAL CARE 


OUTLINE 
Introduction 
Part I. Sickness Burdens of Self-Supporting Persons 
1. Total Costs and Private Expenditures 
2. Income and Health Needs 
3. Income and Receipt of Care 
4. Uneven Burdens of Medical Costs 
5. Medical Need and Ability to Pay 
6. Income of Practitioners and Institutions 
7. Inadequacy of Voluntary Insurance 
Part 11. The Committee’s Recommendation 
1. Expansion of Public Health Services in 


the States 

2. Development of Health Insurance by the 
States 

3. State Choice of Program 

4. An Estimate of Federal Costs 


INTRODUCTION 
The fourth major problem in a National Health 
Program, in addition to the three already discussed 
might be defined as “the financial burdens and the 
economic insecurity which sickness creates for self- 
supporting persons.” 


Part I. Sickness Burdens of Self-Supporting Persons 


A National Health Program cannot ignore the medi- 
cal needs of self-supporting persons. At the present 
time, so it is said, “an economic wall” exists between 
the health facilities, such as the medical personnel, the 
hospitals, clinics, dispensaries, sanatoria, dentists and 
nurses, and the groups which meet these facilities, and 
the service which the health personnel can supply. 
The “economic wall” is the high cost of medical care. 
The services furnished by physicians, dentists, nurses, 
hospitals and laboratories “must be brought within 
the means of the public.” 

Furthermore, illness is attended “by loss of eari- 
ings during periods of disability.” The economic in- 
security and dependency thus created “must be re- 
duced as far as available means permit.” A National 
Health Program to be effective must, therefore “in- 
clude provision against the burdens created by medical 
costs and by loss of earnings during periods of dis- 
ability.” 

1. Total Costs and Private Expenditures 

Despite the participation of the government (Fed- 
eral, State and Local) in bearing the cost of “the 
nation’s bill for sickness,” and despite the activity of 
organized groups, “the individual patient still carries 


mental Committee — it is obvious from the content of the two sections which 
we have grouped under this title. A title somewhat like the one here used 
would describe the contents. 


the principal share of the costs through private pay- 
ments.” 

In 1929, the cost of “all kinds of health and sickness 
services” was ““about $3,700,000,000 of which patients 
paid 79 per cent . .. the government 14 per cent... 
(and) philanthropy and industry 7 per cent.” 
In 1936, the costs were “$3,200,000,000 of which 
patients paid 80 per cent and the government 16 per 
cent.” In 1937, government expenditures have in- 
creased to off-set reductions in expenditures by philan- 
thropy and industry, but “private . . . expenditures 
still remain at approximately 80 per cent of the total.” 


2. Income and Health Needs 


“The need for community wide preventive services 
is substantially uniform among all classes of people; 
but the need for individual services is not.” 

It is assumed that “the association of sickness with 
low income has been demonstrated by numerous sur- 
veys which have taken account of economic status.” 
It is said that all surveys lead to the conclusion “that 
the poor and those in low income classes need more 
medical care than the well-to-do or the wealthy.” 


3. Income and Receipt of Care 


If the receipt of medical care were reiated to needs 
for medical care, those in the lower income groups 
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should receive more medical attention than those in 
better circumstances. A contrary condition, however, 
is found to be the fact. “Either those in the lower in- 
come classes get too little care or those in the upper 
income classes get too much.” A study of the point 
reveals the fact that, in general, the well-to-do are not 
receiving too much service as judged by professional 
standards. “The only alternative conclusion possible 
is: The poor receive too little.” Not only with refer- 
ence to extremely high or extremely low incomes, but 
also between the income extremes, our people “receive 
medical care not according to their need but accord- 
ing to their income level.” Hence, the “purchase (of 
medical care) depends largely on purchase price.” 


4. Uneven Burden of Medical Costs 

Self-supporting persons receive inadequate medical 
care chiefly by reason of “the irregular and unpre- 
dictable occurrence of illness and of sickness costs.” 

Up to an annual family income of approximately 
$5,000 per year, families spend between 4 and 5 per 
cent of their income for the purchase of medical care. 
This statement, however, does not reveal the true 
situation. In any particular year there may be little 
or no expenditure for this purpose; in another year 
the percentage of the income used in this way may 
be greatly multiplied. 

Statistics of actual family expenditures also fail to 
reveal a true situation. Persons who would ordinarily 
be able to pay for medical care, if the need for it 
were foreseeable, when the need for it does arise, 
either go without medical attention or ask for “free” 
aid. Still others “incur large bills and undertake to 
pay them.” Sometimes the effort to do so implies the 
giving up of long term ambitions, or the sacrificing 
of educational opportunities, or the privation of the 
family members of those things “which make life 
pleasant and living worth while.’ Hence, also arises 
the difficulties of physicians and hospitals in collecting 
their bills. Is all of this inevitable? 

The adjustment of fees for medical and hospital 
care to the patients’ ability to pay mitigates the 
seriousness of the situation. “ the sliding scale, 
(however) is open to serious abuses.” Despite all that 
has been done “large costs still fall on small purses.” 


5. Medical Need and Ability to Pay for Adequate 
Care 

The second great cause why self-sustaining people 
receive inadequate medical care is the inability of 
large percentages of the population to bear the “full 
cost of adequate care.” The cost of good care is in- 
creasing as the public’s demand for it increases and 
as society’s determination to conserve the health of 
the people increases. Hence, persons otherwise self- 
supporting may become medically needy. 

Since the unpredictable nature of sickness costs and 
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excessive costs of medical care are the reasons why 
otherwise self-supporting persons are not receiving 
needed medical attention, the problem cannot be 
solved merely by increasing the average family in- 
come. Even if “everyone’s income” were in some 
way doubled, the problem would not be eradicated. 
“If purchased on an individual basis for minimum 
fees, (medical) . . . care would cost, on the 
average about $76 per person a year or about $310 for 
a family of average size.” On this basis clearly, merely 
doubling the income of families would not make it 
possible for them to purchase medical attention on an 
individual basis. 

If medical services are “purchased by groups,” 
rather than individually, the cost per person, per year, 
will amount to $17.50 as a minimum estimate, ex- 
clusive of dentistry. Dental care would cost at least 
an additional $7.50 per person, per year. A cost of $25 
per person, per year, or a cost of “$100 for a family 
of four” would be the minimum expenditure for which 
the family would have to provide. This would mean 
that families at the $1,000 income level would have 
to double their present expenditure for medical atten- 
tion, that families on the $1,500 a year income level 
would have to add one-third of their costs and families 
on the $2,000 a year income would have to add one- 
fifth of their present costs for medical attention. 
“Families with $2,000 a year or less represent . . . (be- 
tween) 60 and 80 per cent of . . . the families of the 
nation.”” Even “families with $3,000 and more spend 
more than $100 a year for medical care.” 

The conclusion is said to be inescapable “that con- 
siderable proportions of the nation’s families are too 
poor to afford the cost of adequate medical care from 
their own resources.”’ Moreover, there is this important 
difference between the need for medical attention and 
the need for other necessities of life, that “the need 
for food, shelter and clothing can be budgeted by the 
individual family; sickness cost can be budgeted only 
by a large group. If medical care is to be made avail- 
able to all families with small or modest incomes, at 
costs they can afford, the cost must be spent among 
groups of people and over periods of time.” In a prop- 
erly planned program, individuals must make 
“periodic contributions to a common fund out of 
which the costs of medical care will be defrayed. . . .” 

. the majority who require little or require no 
medical care will (thus) . . . pay the bills of the 
minority who happen to need much medical care.” 
Certain ones will be fortunate in one year; others in 
other years. 


6. Incomes of Practitioners and Institutions 


Physicians, dentists, and nurses have incomes which 
are not only inadequate but also uncertain. In 1929, 
the peak year of prosperity, for every physician earn- 
ing $10,000 in his practice, there were two who earned 
less than $2,500 and for every dentist who earned 
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more than $10,000, there were four who earned less 
than $2,500. Still doctors are only partly occupied; 
nurses are not employed ; hospital beds are empty, and 
yet millions of persons are in need of medical service. 

Every sound effort made to reduce burdens created 
by various sickness costs “operates to stabilize and in- 
crease the incomes of those who furnish the services.” 


7. Inadequacy of Voluntary Insurance 


The distribution of costs for medical care of large 
groups of insured has a long and complex history. The 
concept is not new. “Organized charity, the sliding 
scale of medical fees, commercial insurance, and other 
devices have long been practiced to reduce the burdens 
of sickness costs and to distribute these costs among 
groups of people.” 

“Group payment through non-profit insurance’’ of 


HOSPITAL PROGRESS 257 


employees in a single industry and more recently group 
payment through non-profit associations for insurance 
against hospital costs, have made contributions to the 
problem of reducing the cost of medical care to the 
individual. The value of these plans “is not their good 
intentions but the actual accomplishments in achieving 
coverage.” Voluntary sickness insurance “has nowhere 
shown the possibility of reaching more than a small 
fraction of those who need its protection.” Scarcely 
more than two million persons in the United States 
receive substantial medical care through voluntary 
insurance arrangements and scarcely more than one 
million and a half through the efforts of non-profit hos- 
pital insurance associations. “In the face of the needs 

. . Of 100,000,000 persons in the United States,” the 
results of voluntary insurance efforts cannot but seem 
inadequate. 


Part II. The Committee’s Recommendation 


Hence, arises the Committee’s conviction that “gov- 
ernment must assume larger responsibilities than it 
has carried in the past if it is to help self-supporting 
people meet the problems of medical cost.” It, there- 
fore, recommends “Federal grants-in-aid to the states 
toward the cost, of a more general medical care pro- 
gram!” The Committee recognizes wide variations in 
different circumstances of time, place and person. It, 
therefore, is aware of the need of flexibility in any na- 
tional program and of the need of efforts extending 
over a period of years. It recognizes, furthermore, that 
executive programs should be designed and admin- 
istered on a state-wide basis. The important objective 
to be achieved is that “people of small means must be 
able to obtain medical and hospital services without 
facing the costs at the time the services are needed.” 


1. Expansion of Public Medical Services in the 
States 


Attention has already been called to the fact that 
between $500,000,000 and $600,000,000 are expended 
annually for public medical services, the source of this 
financial support being public taxation. These tax sup- 
ported funds “are available to the needy and... to 
the medically dependent and not to other taxpayers 
who provide the funds.” The argument would seem to 
hold that a program which will make medical service 
accessible to that portion of the population to whom 
medical costs are burdensome could be developed 
through the expansion of the present pian. At present 
we supply medical service (1) to the needy, and (2) 
to limited classes of the population. “The scope of 
services for the needy is well known, and the deficien- 
cies are widely recognized.” Services to particular 
groups of the population are highly specialized, being 
limited to persons afflicted with diseases which con- 
stitute a public danger such as communicable diseases, 


or with diseases which are chronic or with those in- 
volving highly specialized care and are correspond- 
ingly costly, such as cancer, infantile paralysis, etc., or 
which precipitate dependency and social burdens, for 
example, tuberculosis or mental diseases. 

Public medical services can be expended in a variety 
of ways. The government could make certain services 
available to the public, “some only” to the needy, some 


‘to the medically needy and some to wholly self-sup- 


porting persons or to the entire community. The partic- 
ular point of emphasis here is the expansion of public 
medical services to all or most income groups of the 
population. 

Two objections are noted against such a plan: First, 
“Each limited development brings additional admin- 
istrative and organizational complications”; secondly, 
“the limitation of particular services to particular 
groups of the population piles up further complexities 
because of the necessity of investigating the financial 
status of the person who needs the care” and who is, 
therefore, entitled to a particular kind of service. 

For these reasons and their implications “it seems 
essential to contemplate expansion of public medical 
services as a general program,” a program which 
“would produce a close similarity between public med- 
ical care and public education.” 

It has been shown that “medical care in the United 
States now costs approximately three and a quarter 
billion dollars a year.” Subtracting from this amount 
the present cost to government (Federal, State and 
local) of medical care, a general program for the na- 
tion “would require about two and three quarter bil- 
lions a year.” If it is borne in mind that the recom- 
mendations in this report would involve new tax 
expenditures involving between one and three billion 
dollars a year, in addition te the amounts now being 
spent from all sources for the same purpose, it would 
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seem obvious that we should explore carefully the 
possibilities of a general program of medical care in- 
stead of devoting our attention to and providing funds 
for the specialized forms of medical care which have 
been discussed in the previous sections of this report. 
In support of this viewpoint it must be emphasized 
“that the new tax funds for public medical services 
would not represent a new kind of expenditure by the 
population; most of these sums are already being 
spent from private funds. The essential change would 
be to effect a wider distribuiion of medical costs by 
changing the method of payment.” 


2. Development of Health Insurance 


On the basis of experiments with health insurance, 
health insurance may be thought of as “a method of 
budgeting expenditure so that each family carries a 
budgeted rather than, as at present, a variable and 
uncertain risk.” Objections can be made in the very 
outset, since again on the basis of experience “the in- 
surance procedure is entirely compatible with free- 
dom of all practitioners to participate in the plan, with 
free choice of physician by the patient, and with wide 
latitude left to physicians as to the method of their 
remuneration.” Whatever other difficulties may be sug- 
gested, such as the difficulty of collecting premiums 
from certain classes of the insured, “these difficulties 
are not insuperable, especially if insurance contribu- 
tions are combined with general taxation or special 
assessments.” A national health insurance system 
might be limited to individuals under a specified in- 
come level or to all persons in specified employment 
groups. The problem of avoiding a double system, one 
for insured gainfully emploved persons and another 
for non-insured dependent groups can be solved by 
making a provision “for the inclusion of persons with- 
out income through contributions on their behalf from 
public funds.” In this way tax payments and insurance 
contributions would be matched in a common fund 
“to support a unified scheme for self-supporting (as 
well as for) needy persons.” The scheme, if carefully 
developed, might well eliminate medical need “if con- 
tributions (to the plan) were related to income.” The 
“cost of the comprehensive system of health insurance 
nationally developed would call for total funds equal 
to four or four and one haif per cent of income of the 
covered population,” the larger portion of which would 
be “obtained from the direct contributions of insured 
persons with assistance from employers and from 
government.” 

It should be noted, furthermore, that no new ex- 
penditures are involved. The expenditure is “estimated 
to be substantially what is already being spent by in- 
dividuals. . . .”. The method of distributing risks and 
benefits alone is involved in this change, average costs 
being substituted for variable costs. 
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3. State Choice of Program 

There is thus put before us, for the achievement 
of the objective of a general medical program, a choice 
of method between the extension of public medical 
service and health insurance, alternatives which are 
not mutually exclusive. “Experience in many countries 
suggests health insurance fer urban and industrial 
areas and public medical services for rural and agri- 
cultural areas.” The characteristics and composition 
of each state would determine the type of program 
which is adapted. It is the recommendation of the 
Committee that the choice of method “be made by the 
States rather than by the Federal Government.” Intra- 
state differences with references to financial resources, 
as well as the extent of under-privileged areas within 
the state, would, of course, be considered in making 
state plans. Federal aid should be available to the 
states in the formulation of any of the plans here 
suggested and Federal grants-in-aid to the states 
“should be available within reasonably wide limita- 
tions as to the procedure (and) categories of services 
or of population groups which the State may assist.” 


4. An Estimate of Federal Costs 

An estimate of cost to the Federal Government can 
scarcely be made “until the essential features of the 
plan are determined.” Morecver, time would have to 
elapse before a plan could be fully developed. “(a) The 
rate at which States would be prepared to develop 
programs; (0) their ability to cover the populations 
which should be protected by health insurance or by 
public medical services; and (c) their ability to de- 
velop effective distribution of professional personnel, 
hospitals, and other facilities in areas where these are 
now deficient’ would all be taken into account in the 
planning process. The order of magnitude of the cost 
estimate might be determined in this way; — if it is 
decided that the cost per person in the nation should 
be about $20, obviously supplying medical services to 
130,000,000 persons would cost $2,600,000,000 a year, 
the essential cost for complete national coverage. In 
introducing the plan, one-tenth of the total “might 
be made effective in the first year. . . .” If it is as- 
sumed, furthermore, that the Federal share in the cost 
should lie between one-fifth and one-third of the total 
expenditures involved the initial outlay for the Fed- 
eral Government would be between $52,000,000 and 
$87,000,000 a year. Assuming, finally, that the Fed- 
eral grants-in-aid continue to be necessary, the annual 
Federal cost “would presumably increase ten-fold in 
ten years,” and would, therefore, amount to between 
$520,000,000 and $870,000,000 a year. It should be 
noted that this plan involves for the most part the 
other recommendations and does not, therefore, repre- 
sent a total increase of the magnitude of the amounts 
just mentioned. 
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B. INSURANCE AGAINST LOSS OF WAGES DURING SICKNESS 


OUTLINE 
Part 1. The Incidence of Disability 
1. Total and Average Incidence of Disability 
2. Uneven Incidence of Disability 
3. An Estimate of the Permanently Disabled 
Part 11. The Committee’s Recommendation 


1. Different Insurance Provisions for Tempo- 
rary and Permanent Disability 
Sickness is so serious a threat to the wage earner, 
not only because of the cost of medical service but 
also because of the loss of wages which is entailed, 
and “loss of income, in turn makes the. purchase of 
medical service all the more difficult.” 


Part I. The Incidence of Disability 


1. Total and Average Incidence of Disability 

“On the average day of the year, there are probably 
at least five to six million persons who are temporarily 
or permanently disabled by illness.” Among the gain- 
fully employed, “there are probably between 7 and 
10 days of disability per person a year,” the find- 
ings ranging “from as little as 3 or 4 days up to 15 
or more days a year per person.” In these figures no 
account is taken of those who by reason of disability 
drop out of the classification of the gainfully employed. 
The losses thus entailed reach large sums. In 1929 it 
is probably true that “the wage loss due to disability 
was nearly two billion dollars.” At the present time, 
by reason of widespread unemployment, “it would be 
at least one or one and a half billion dollars.” These 
totals do not take into account the losses to society 
or to industry by reason of the disabilities of the gain- 
fully employed. 


2. Uneven Incidence of Disability 
Since the averages upon which our discussion is here 
based do not, except by chance, represent actual con- 
ditions in individual cases, attention should be called 
to the fact that disability may vary from a period of 


less than a day to the entire year and disability may 
become permanent. The non-predictability of the 
character and duration of the disability is the essential 
reason “why disabling sickness is a constant threat to 
the security of the individual and the family of small 
or modest means.” 

“The effects of temporary disability are in all im- 
portant respects like the effects of temporary unem- 
ployment. . . . The effects of chronic, long-continued, 
or permanent disability are like the effects of old age, 
except that unlike old age, disabling disease is not con- 
fined to the last and relatively non-productive periods 
of life.” 


3. An Estimate of the Permanently Disabled 

“Of the five or six million disabled persons on an 
average day of the year, perhaps one-half, more or 
less, are suffering from temporary disabilities. . . . The 
other half are permanently and totally disabled. . . .” 
Nearly two million of these disabled persons are in 
age groups under sixty-five. By reason of the fact that 
these disabled persons have families “between eight 
and ten million persons are probably quite directly 
affected by their permanent disablement and loss of 
earning capacity.” 


Part II. The Committee’s Recommendation 


“Experience has shown the need for more substantial 
protection (for the wage earner).” The Committee 
therefore recommends: 


“Federal Action toward the development 
of programs of disability compensation.” 


1. Different Insurance Provision for Temporary 
and Permanent Disability 


It seems reasonable that insurance against tempo- 
tary disability and insurance against permanent 
disability should not be treated through a single insur- 
ance system. The difference between the two forms 
of disability may be defined by suggesting that tempo- 
rary disability be understood to be disability which 
lasts less than 26 weeks and permanent disability that 
which lasts more than 26 weeks. Insurance against 
temporary disablement should be patterned after un- 
employment compensation with “repetitive registra- 


tion at an employment office.” 

Permanent disability (invalidity) insurance is 
similar to old-age insurance, where certification of re- 
tirement from the wage earning group, by reason of 
permanent disability, establishes the basis for the 
award of invalidity benefits. 

“Temporary disability compensation, patterned 
after unemployment compensation, would involve a 
cost of approximately one per cent of wages.” With 
a reasonable waiting period between the incidence of 
the disability and the beginning of the benefits, the 
funds derived from one per cent of the wages would 
probably yield benefits calculated at 50 per cent of 
the disabled person’s wages for a maximum of at least 
26 weeks. The question of the allocation of the cost 
of this form of insurance is still left open. “Perma- 
nent disability insurance with benefits geared to old- 
age benefits, would probably cost 0.1 to 0.2 per cent 
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of wages at the outset and the cost may be expected to 
rise in the course of years, attaining between one and 
two per cent of wages in 20 years and perhaps 1.5 and 
3 per cent a generation or two later, the exact cost de- 
pending upon the benefits provided and upon nu- 
merous other factors.” 

While it is recognized that disability compensation 
is not a necessary part of a medical care program, 
nevertheless, the two are interrelated. It is probable 
that the cost of disability compensation would be 
higher if the wage earners did not receive essential 
medical care. Moreover, hospitalization, institutional 
care and vocational rehabilitation are essential if some 
of the disabled are to be restored to working capacity. 
Other considerations of similar import indicate the re- 
lationships between disability insurance and a general 
health program. 

CONCLUSION 
It is pointed out that the Committee began its work 
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by dealing with the needs of self-supporting persons. 
Inevitably the problems of less fortunate persons had 
to be considered. “A general program of medical care 
makes provisions simultaneously for both. No one 
wants two systems of medical care — one for the self- 
supporting and another for the needy—any more 
than two systems of education.” 

“If we are to lessen destitution and poverty, if we 
are to penetrate into the causes of dependency, we 
must strike simultaneously at this whole plexus of so- 
cial evils within our society. . . .” Many persons are 
now among the unfortunate whom we label as the ‘un- 
employables’ solely because they could not afford the 
medical care that would have kept them employable 
and independent. So long as we fail to employ ade- 
quate programs for medical care and for protection 
against loss of earnings, just so long are we permitting 
the creation of a permanent class of disability de- 
pendents.” 


IiI. A Summary of the Proceedings of the National 
Health Conference 
PART I. SCHEDULED ADDRESSES 


OUTLINE 
Miss Josephine Roche William Greene 
Miss Katherine F. Mrs. Dorothy J. Bellanca 

Lenroot Benjamin Kilgore 
Thomas Parran, M.D. Mrs. H. W. Ahart 
Irvin Abell, M.D. Bugh Cabot, M.D. 

Miss Dorothy Kahn 

The National Health Conference was attended by 
a group of persons who were personally invited by 
the Chairman of the Interdepartmental Committee, 
Miss Josephine Roche, Assistant Secretary of the 
Treasury. The meetings were open and were, therefore, 
visited by a goodly number of interested persons. Dis- 
cussion, however, was restricted to the invitees. Since 
of necessity so much time had to be given to the pres- 
entation of the various sections of the report which we 
have summarized above, it became most difficult to 
find time for all those who desired to express their 
opinions. For the most part, therefore, individuals 
were asked to speak and were called to the platform 
by name and in relatively few cases could the discus- 
sion be thrown open to the house as a whole. 

The presentations of the various sections of the re- 
port were preceded on the first day of the Conference 
by three addresses dealing with the National Health 
Program, one by Miss Josephine Roche, one by Miss 
Katherine Lenroot and the last by Doctor Thomas 
Parran. The afternoon of the first day was devoted 
to a series of short addresses which will be summarized 
below. On Tuesday in the morning, in the afternoon 
and evening, and on Wednesday morning the various 


sections of the report were presented as follows: 


Expansion of General Public Health Service 
By Mr. Clifford E. Waller 
Expansion of Maternal and Children Health Serv- 
ices 
By Dr. Martha Eliott 
Hospital Facilities 
By Dr. Joseph W. Mountin 
Medical Care for the Medically Needy 
By Mr. George St. John Perrott 


A General Program of Medical Care and Insurance 
against Loss of Wages during Sickness 
By Mr. I. S. Falk 


A part of each session of the Conference was de- 
voted to the more or less informal addresses to which 
we have already referred. It should be noted, however, 
that while the addresses of the invitees were informal, 
there was considerable evidence that they were not 
extemporaneous, having actually been written in most 
cases so that there is good reason to believe that in 
each case the opinions expressed represented the well 
weighed thoughts of the speaker and in many cases 
also of the groups represented by the speaker. 


I. Opening Address by Miss Josephine Roche, 
Chairman 
Miss Roche opened her remarks by calling atten- 
tion to the President’s message. We reproduce this in 
its entirety. 
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THE WHITE HOUSE 
WASHINGTON 
July 15, 1938 
“My dear Miss Roche: 

I am glad that your committee has had such an ex- 
cellent response to its invitations to representatives 
of the public and of the medical and other professions 
to participate in the National Health Conference. I 
regret that because I shall be on a cruise I shall be 
unable to speak to the Conference. 

“I am glad that the Conference includes so many 
representatives of the general public. The professional 
experts can, and, I feel sure, will do their part. But 
the problems before you are in a real sense public 
problems. The ways and means of dealing with them 
must be determined with a view to the best interests of 
all our citizens. 

“I hope that your technical commiittee’s report on 
the need for a national health program and its tenta- 
tive proposals will be read and studied not only by the 
participants in the Conference but by every citizen. 
Nothing is more important to a nation than the health 
of its people. Medical science has made remarkable 
strides, and in co-operation with government and 
voluntary agencies it has made substantial progress in 
the control of various diseases. During the last few 
years we have taken several additional steps forward 
through the extension of public health and maternal 
and child welfare services under the Social Security 
Act, the launching of a special campaign to control 
syphilis, the establishment of the National Cancer 
Institute, and the use of Federal emergency funds 
for the expansion of hospital and sanitation facilities, 
the control of malaria, and many related purposes. 

“But when we see what we know how to do yet 
have not done, it is clear that there is need for a co- 
ordinated national program of action. Such a program 
necessarily must take account of the fact that millions 
of citizens lack the individual means to pay for ade- 
quate medical care. The economic loss due to sickness 
is a very serious matter not only for many families 
with and without incomes but for the nation as a 
whole. 

“We cannot do all at once everything that we should 
do. But we can advance more surely if we have before 
us a comprehensive, long-range program, providing 
for the most efficient co-operation of Federal, state, 
and local governments, voluntary agencies, professional 
groups, mediums of public information, and individual 
citizens. I hope that at the National Health Conference 
a chart for continuing concerted action will begin to 
take form. 

Very sincerely yours, 
(Signed) Franklin D. Roosevelt” 

Miss Roche emphasized the thought that the Con- 
ference represented not only those who give medical 
care, such as individuals chosen from the medical 
profession and the hospital groups, but also the pub- 
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lic at large who might be considered the “consumers” 
of medical care. “We may take courage from the ad- 
vances on other front lines of attack on our economic 
and social inequalities.” The thought recurs in several 
places that one of the objectives of the meeting was 
to bring about a greater equality of opportunity for 
obtaining medical and hospital care. ‘““We have estab- 
lished the principle that certain insecurities which in- 
dividuals alone are powerless to withstand must be 
met through public action, that human conservation 
is an obligation of government.” 

Miss Roche then reported in broad outlines the gen- 
eral trends of the researches which have been carried 
on during the last few years bearing upon the relation 
between economic studies and illness and death. She 
emphasizes the thought that not only the inhabitants 
of our municipal centers but of our rural sections as 
well must find increased opportunities for securing 
medical attention just as the great labor organizations 
and the workers in our industries must be afforded 
better facilities for supplying their needs in this par- 
ticular field. By way of motivation Miss Roche did 
not lose sight of the human aspect of the problem but 
turned her attention also to the national economic 
waste in our present methods of distributing medical 
attention. “On an average day of the year four mil- 
lion or more persons in the United States are disabled 
by illness. Every year 70 million sick persons lose more 
than one billion days from work. The total cost of 
illness and premature death in this country is approxi- 
mately ten billion dollars a year. We cannot 
attack successfully with small change a ten billion dol- 
lar problem. . . . Our Technical Committee estimates 
that the total annual cost to Federal, state, and local 
governments of a reasonably adequate program 
would reach up to $850,000,000 a year.” She concluded 
“Faced as we are with this great national need, are 
there any who will permit themselves to plead un- 
willingness or incapacity to take united action to meet 
that need? Our presence here this week is, we trust, 
the answer.” 


II. Miss Katherine F. Lenroot, 

Chief of the Children’s Bureau, Department of 

Labor. 

Miss Katherine F. Lenroot devoted her attention to 
the health needs of mothers and children. Stressing 
again “the gross inequalities found to exist between 
the slum areas and the favored sections of our great 
industrial cities . . . (our) concern with city poverty 
is still justified.” She emphasized the thought that our 
largest reservoirs for population replacement are the 
poorest areas of our cities with the lowest levels of 
living. Economic differences exist in the various states 
and in the various sections of the country. Low ex- 
penditures for supplying the needs of life are found in 
many localities. “Studies made by the Department of 
Agriculture indicate that only when the average annua! 








262 


per capita expenditure for food amounts to more than 
$100 do as many as one-half of the families have diets 
that meet average minimum health requirements with 
a sufficient margin of safety.” 

Miss Lenroot then called attention to the fact that 
since 1929 “the infant mortality rate has been higher 
in the rural areas than in the cities” and this despite 
the progress which medical science has made toward 
the control of infant diseases. Reports from various 
sections of the country indicate that in various states 
between two-thirds and one-third of the population 
are lacking in adequate shelter, food, blankets and 
clothing. In other sections physicians are lacking, in 
still others, hospitalization facilities for the indigent 
are insufficient and again in others, indigent maternity 
patients are sent home in from one to three days. The 
speaker then points out that “There are two ways in 
which inequalities among regions and occupational 
groups can be reduced, and standards of living im- 
proved : 

1. By increasing economic opportunity through the 
introduction of new industries or agricultural 
undertakings, the expansion or more efficient or- 
ganization of old industries or agricultural activi- 
ties, or the migration to areas of more favorable 
economic opportunity ; and 

2. By the introduction or expansion of tax-supported 
services to supplement the economic resources of 
families; to provide families with a minimum of 
security against death, accident, illness, or other 
major catastrophe; and to supply those elements 
in the standard of living which depend on com- 
munity effort with tax support rather than on 
individual purchase.” 

Both lines of endeavor must be carried on simultane- 
ously to “raise the level of living of our people.” 

Turning her attention then to the wastage of ma- 
ternal and infant life, Miss Lenroot pointed out that 
“A total loss of maternal and early infant life amount- 
ing to approximately 160,000 a year, at least half of 
which is preventable, places upon us a grave obligation 
to endeavor most earnestly to find a solution.” 

Miss Lenroot’s optimism is based not only upon the 
availability of scientific knowledge and skill but also 
on the experience of the nation during the last few 
years under the Social Security Act. “No leap in the 
dark is required.” Our experience must serve as a 
guide in the better utilization of our resources. Even 
as relatively small an increased expenditure as $22,- 
272,640 would materially better the maternal and 
child health services in 28 of our states as indicated by 
health officers reporting upon their various jurisdic- 
tions. About 30 of the states list as one of their needs 
provision for medical care of women at delivery; 11 
others urge hospitalization of women; 26 desire addi- 
tional public health nurses for better maternal and 
child health. In 26 of the states nearly 7,000 additional 
public health nurses are required involving an expendi- 
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ture of $14,000,000 a year. Provision for pre-natal and 
child health conferences sought by 15 of the states 
would cost approximately only $1,500,000. If our 
health, welfare and educational services for infants and 
children and young people were extended and co- 
ordinated we should provide better for those who, in 
a few years, will determine the policies of the nation. 
Government, the professions and citizens must assume 
a measure of leadership in the project. 


III. Thomas Parran, M.D., 


Surgeon General of the U. S. Public Health Service. 

Doctor Parran chose as his topic the extension of 
public health services. He began by emphasizing the 
importance of the Conference. “It is my firm belief 
that this Conference marks the ridge of the hill be- 
tween the old indifference to health as a matter of 
national concern and a new understanding that health 
is the first and most appropriate object for national 
action.” He, too, emphasized the thought which was 
so prominent in Miss Roche’s address, “at the pres- 
ent time people in general are beginning to take it 
for granted that an equal opportunity for health is a 
basic American right. They are thinking just a little 
ahead of the lawmakers, and even, I fear, ahead of 
the practitioners of public health and of clinical medi- 
cine.” A little later he comes back to the same sug- 
gestion that a disparity exists between the needs and 
desires of the people and the attitudes of medical prac- 
titioners. “Common, ordinary folks are beginning to 
get the idea that we know how to do a great deal more 
than is done to keep them well and cure them when 
they are sick.” Public interest demands action but 
“Interest and action are motivated by an economic 
urge — the money waste of preventable sickness. It 
is not unlikely that public health may be the next 
great social issue in this country.” How to put medical 
science to work is the problem confronting the Con- 
ference. 

Doctor Parran then calls attention to the important 
thought that “good medical care — important as it is 
— jis not the whole answer to any disease problem.” 
Our thinking has been inadequate with reference to 
the other factors in disease control. Co-ordination is 
needed so that full scope may be given to preventive 
measures. 

Public health measures would be minimized if we 
could produce and distribute an income sufficient for 
the health and other needs of every family. “At the 
present time, however, our proven ability to prevent 
disease exceeds greatly our proven ability to control 
other causes of poverty.” Economics has not as yet 
found its great prophet. Hence the science of medicine 
and public health should still lead economics rather 
than follow it. To put medical science to work it is 
not enough to prevent disease but we must also pro- 
vide physical factors for insuring good health, hos- 
pitals, sanatoria, laboratories and health centers. Medi- 
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cal education and practice too must change with 
changing social concepts. A program of care for the 
indigent, properly financed, is also indispensable. The 
application of our knowledge to prevent and cure dis- 
ease in such fields as mental health, poliomyelitis 
pneumonia, cancer, degenerative diseases of the heart, 
of the blood vessels and the kidney, the common cold 
and influenza will assist in changing medicine as an 
art into medicine as a science and the search for this 
science must be relentless. If differences of opinion de- 
velop concerning the place of the federal government 
in putting medical knowledge:to work, it must still 
be remembered that it is the place of the federal 
government to assume leadership in the study of the 
great causes of diseases. This Conference must aid 
in the achievement of such and related objectives. 


IV. Irvin Abell, M.D., 

President of the American Medical Association. 

Doctor Abell called attention to the fact that the 
physicians of the country through their unremunerated 
services contribute approximately $1,000,000 a day in 
medical services to the people, a service which, there- 
fore, in monetary value reaches the staggering total of 
$365,000,000 a year. Even this is not sufficient to 
equalize the inadequacies and inequalities in the dis- 
tribution of medical care which the studies of the 
American Medical Association have revealed, In all of 
these studies “the medical profession has constantly 
maintained the importance of sustaining the quality 
of medical care.” The American Medical Association 
and its membership can accept no system which in- 
sures a certain excellence of care to one group of per- 
sons and a different level of excellence to another class. 

To effect better understanding, Doctor Abell then 
reviewed the organization of the American Medical 
Association. The Association recognizes “the lag that 
exists between the development of medical knowledge 
and its application to all who may require it. Yet in 
that very lag lies frequently an increased measure of 
safety for mankind.” If the lag is interpreted as undue 
conservatism on the part of physicians by those who 
seek more prompt and efficient action the answer can 
only be that of its very nature medical progress must 
essentially be characterized by caution. The American 
Medical Association has the data upon which any con- 
clusion regarding the distribution of medical care must 
be based. 

Doctor Abell called attention to the spot maps re- 
cently developed by the Council on Medical Education 
and Hospitals of the American Medical Association 
to study better the distribution of hospital facilities. 
There are “only 13 counties in the United States which 
are more than 30 miles distant from an acceptable 
general hospital and in 8 of these counties there are 
less than 5 people per square mile of territory.” 

The medical profession itself is meeting the chal- 
lenge of the new social conditions. It has recently 
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established its Council on Industrial Health; it has 
promoted higher standards of medical education; it 
has aided in the standardization of hospitals; it has 
promoted graduate medical education and has set up 
voluntary boards for the certification of specialists; 
it has protected the public against false and fraudu- 
lent drugs and foods, devices of various kinds and 
cosmetics. The American Medical Association does not 
find itself in disagreement with all of the objectives 
of its opponents. Thus the provision of good medical 
care for all the people, the development of compre- 
hensive preventive and public health services and 
similar programs or parts of programs all are close 
to the interests of the members of the American Medi- 
cal Association. The Association has taken seriously 
the obligation of filling the needs of the people of the 
United States. Nevertheless there are other unfulfilled 
needs over which the Association can exercise no in- 
fluence, the needs for food, clothing and housing, all 
of which may assume a dominating influence in the 
health care of the nation. Since it is impossible to 
segregate health needs from other needs it should 
always be borne in mind that “medical care (cannot) 
be looked upon as a substitute for other essentials.” 
Finally, the medical profession has exercised a not 
insignificant leadership in the development of the 
American people. If the American people are receiv- 
ing today the best medical care and also have the best 
organized and most effective health departments of 
any country, this is due to no small extent to the 
leadership of the profession of medicine. Medicine 
should, therefore, not be called upon to solve the vast 
number of economic problems which arise out of or 
are directly dependent upon medical care. 

The profession recognizes the individuality of per- 
sons as well as of states. Formulas, no matter how 
intricate, produce a great deal more harm than good. 
Local needs are not necessarily solved by national 
action. The health administration today could not pos- 
sibly sanction the viewpoints expressed in diverse 
cities, counties and states with reference to the dis- 
tribution of health care. The medical profession is 
undertaking its study of national health needs with 
a view of discovering particularly the character and 
extent of local health needs emphasizing rather local 
diversities and local similarities. 


V. Miss Dorothy Kahn, 

Director of the Philadelphia County Relief Board. 

Miss Kahn, speaking informally, announced that she 
is speaking as a “social worker and a metropolitan 
relief administrator . . . not of statistics (but) rather 
of the lives of those persons who are in need of medi- 
cal care.” She stated that there is no adequate way of 
measuring health needs today any more than there is 
an adequate way of measuring unemployment. Sick- 
ness may be handled statistically but such statistics 
do not make up the whole story. The fact is that peo- 
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ple in the low income groups when they are sick fre- 
quently do not call a doctor and when they desire to 
do so they find that medical service is not’ available. 
We will not discover the national need for medical 
care until we have provided more extensively than at 
present facilities for taking care of the sick. This ap- 
plies particularly to home medical care. When the 
Federal Emergency Relief Administration rules and 
regulations were put into operation “some people who 
were desperately in need of medical care were so un- 
accustomed to calling a physician that they could not 
use these publicly provided facilities.”” When economic 
disaster strikes a family one of the first luxuries to 
be eliminated is medical care. Persons who have in- 
curred large doctor bills do not call the doctor any 
longer except in extreme emergencies. Even when medi- 
cal care was made available at public expense it was 
only after a campaign of education that a doctor was 
called. When public assistance was discontinued the 
practice of calling a physician also died. The public 
city doctor, “frequently a part-time employee” is no 
answer to the problem. Such men are too few in num- 
ber to take care of even contagious diseases in metro- 
politan areas. In Philadelphia the medical profession 
itself undertook the “heroic plan” of providing medical 
care for those families for whom the Relief Administra- 
tion had been previously paying doctors’ fees. While 
the Relief Administration was paying the doctor bills 
between two and three thousand families availed them- 
selves of this service. When the county medical society 
was in charge of this service there were only 46 calls 
and in most cases the call was rather for an individual 
physician by name than for medical care. We cannot 
base a plan for medical care to the indigent on the 
appeals from the low income client group. Hence, in 
making social provisions “we have not discovered a 
need until we have undertaken in some measure to 
meet it.” Admitting the provisions for medical care 
under the Federal Emergency Relief Administration 
were inadequate, even that inadequate experience must 
not be forgotten in planning the future. In Philadel- 
phia medical care of the emergency type.was supplied 
at an average cost of $1.98 per case per month. We 
found also that families could purchase medical care 
at about 5 per cent of the average budget. 

There is extensive need for the home care of the so- 
called “medically indigent.” But who are these? “Are 
we not all medically indigent ?” 

I am calling attention to one important factor in 
the situation. During our experience 5 per cent of 
the physicians who participated in the medical care 
program “were paid more than one-third of the total 
amount of the bills.” It would not surprise us, there- 
fore, if when a doctor was called his own economic 
status forebade him to carry “the burden imposed”’ in 
answering the call. 

The American Association of Social Workers had 
recommended the broadening of the National Health 
Program to provide preventive and medical care for 
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those persons in the population for whom provision is 
not now made. The insurance principle should be 
utilized in compensating wage earners for wages lost 
during illness and financial aid should be extended to 
persons for whom insurance provisions are inadequate. 
The medical care program should be well co-ordinated 
with any program for paying cash benefits to the sick. 
Since we know more than we are putting into prac- 
tice, complete selflessness and earnest determination 
alone can effect what the nation needs. 


VI. William Greene, 

President, American Federation of Labor. 

Mr. Greene’s opening paragraph closed with a 
thought, “We, in a movement, know that the key to 
changing the benfits of such progress (in health care) 
is largely conditioned by our incomes.” Mr. Greene, 
too, struck the economic note. “Medical services come 
within the scope of medical economy and must be 
paid for. The problem is, therefore, economic.” Mr. 
Greene believes that scientific knowledge and medi- 
cal skill will not accept practically 92% of all families 
by reason of their low income. The number and plac- 
ing of hospitals and their facilities do not correspond 
to the people’s needs. Mr. Greene drew his statistics 
largely from the publication of the Committee on the 
Cost of Medical Care and from the findings of the 
Medical Health Survey. He discussed the importance 
of wide co-operation in the forming of a medical pro- 
gram and advocated the centralization of responsi- 
bility in the Public Health Service. “We are 
accustomed to look to government to take care of the 
medical problems that entail so much responsibility 
and action.” Similarly with reference to the correc- 
tion of the deficiency in hospital service, “government 
should assume the main responsibility in this field.” 
He says that there is in the extension of hospital con- 
struction by governmental agencies a “stabilizing 
force to counterbalance fluctuation in private con- 
structions and general public activity” and he pleads 
for Federal Grants-in-Aid as a subsidy for hospital 
construction. 

Since “one-half of our families cannot provide ade- 
quately for the welfare of children — before, during 
and after childbirth,’ labor favors the expansion of 
the program for maternal and child-welfare service. 
Medical services are too costly, so Mr. Greene thinks, 
to be purchased in adequate amount and quality by 
self-supporting families “who seek decency and in- 
dependence.”’ Families with incomes under $1,000 can 
have little medical care which is not provided as a 
public service. Between $1,000 and $5,000 can assume 
increasing degrees of responsibility as incomes rise.” 
For the latter group of families the insurance plan 
must be invoked. 

Mr. Greene favors an amendment of the “compen- 
sation laws to provide compensation for loss of time 
and hospital and medical service for workers and their 
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families during sickness.’”” He would have the workers 
assume a measure of responsibility for their own 
medical needs for services entailed to themselves and 
families. To this should be supplemented the Federal 
Grants-in-Aid. Mr. Greene would thus call into a co- 
operative agreement the Federal government, the 
states, individual industries and the individual worker. 
He would avoid regimentation of the medical service 
by insisting that under the compensation laws the 
principle of the free choice of physicians is to be 
maintained. 


VII. Mrs. Dorothy J. Bellanca, 

Vice-President, Amalgamated Clothing Workers of 
America. 

The speaker called attention to the fact that the 
presence of workers at such a Conference as this is a 
significant departure from established customs. She 
welcomed this departure as showing “the growing 
recognition (of the fact) that the problem of health 
is no longer a private and purely professional con- 
cern.” She emphasized the thought that the statistics 
prepared at the meeting reflect the day by day experi- 
ence of those who are in daily contact with workers 
and who daily receive reports of the inroads of the 
lack of medical care on the income, the living stand- 
ards, health and peace of mind of the laborer. 

The safeguard of human resources is after all the 
object of health care. The fact that a meeting has 
been called by the officials of the Federal government 
emphasizes “The increasing réle of the government 
participation in the life of the people.” 

Mrs. Bellanca is much impressed with the “wide 
discrepancy between the capacity to provide medical 
care and its application . . . between the brilliant 
triumphs of medical science and the backwardness of 
its utilization.” While medical science has coped so 
successfully with many dreadful plagues and has con- 
trolled many diseases and has established preventive 
medicine, “yet the poor do not realize these clear 
conquests,” since the poor still suffer sickness as if 
there had been no progress at all “during the last 50 
years.” She says in the whole situation “a burning 
indictment of current medical practices” is an indict- 
ment which received confirmation from the findings 
of the National Health Survey. She is impressed 
particularly with the fact that “the low income groups 
in large cities as well as in the rural areas must bear 
the brunt of the large proportion of sickness and pre- 
mature death,’ while in the industries the poorer 
paid workers are the victims of a large percentage of 
occupational illness. 

The problems for Mrs. Bellanca are urgent. They 
recur in all sections of the country and create a gen- 
eral and permanent state of despair. She pleads for 
an enrichment of opportunities for child welfare with 
special reference to their mental health. Children need 
education, play and contacts. “Problem children” must 
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be guarded against waste and ruination. If medical 
science can prevent such destruction of human values 
then an attempt must be made upon these problems 
through a medical movement. Statistical reference 
alone without reference to the facts behind the figures 
do little to influence public action. The statistics fail 
in other respects—in the average expenditures of 
medical care on low income workers they leave un- 
touched the human appeal of certain cases which one 
finds in considerable number in practically every large 
city. Such individuals cannot budget against disease. 
Neither can medical practice as its understudy today 
spare the deficiency and so it is within the province 
of the government to undertake a more extensive pro- 
gram. 


VIII. Benjamin Kilgore, 

Executive Secretary, Kentucky Farm Bureau Feder- 
ation. 

Mr. Kilgore restricted his remarks chiefly to the 
problems of rural health. He disclaimed knowledge of 
the problem on need levels and discussed chiefly the 
general conditions in which a worker among agricul- 
tural groups is apt to encounter in studying rural medi- 
cal problems. 

The medical barrier of distance has provided a 
problem of distribution of medical care among farm 
people and has increased excessively the cost of such 
care. “The farm people are entitled to just as many 
doctors and just as good doctors in proportion to the 
population as the people in urban centers.” He called 
attention to the statistics published by the Depart- 
ment of Agriculture on the basis of which the speaker 
concluded that the two outstanding reasons for the 
lack of facilities in rural communities are, the absence 
of proper equipment in hospitals and the lack of re- 
muneration for those who give medical care in the 
rural areas as compared with remuneration received 
in urban centers. 

Since rural people are traditionally proud, the 
American Farm Bureau Federation favors self-sup- 
ported co-operative medical associations for definite 
rural areas supported on the mutual insurance plan. 
The Federation, furthermore, favors Federal grants- 
in-aid to such co-operative association. His association 
believes there is more reason for Federal grants to 
build rural hospitals than to build rural post offices. 

The American Farm Bureau Federation presented 
a series of resolutions: (1) Favoring the establishing 
of rural hospitals “where these are needed and could 
be maintained on a good professional and financial 
standard” through, where necessary, Federal grants- 
in-aid to supplement State and local funds for this 
purpose; (2) Favoring the establishment of health 
insurance through legislation; (3) Approving and 
urging the “extension of all forms of preventive medi- 
cine and recommending for this purpose ... a 
greater appropriation of funds for rural areas.” 
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IX. Mrs. H. W. Ahart, 
President, Associated Women, American Farm Bureau 

Federation. 

The Associated Women of the American Farm 
Bureau Federation, so the speaker pointed out, ex- 
tends its interests “into every phase of medical well- 
being which American rural life touches daily.” She 
quoted former Governor Franklin D. Roosevelt as 
saying “the state’s paramount concern should be the 
health of its people.” Her organization, so Mrs. Ahart 
pointed out, has maintained its interest in this prin- 
ciple. Recently this organization “has boldly sponsored 
various phases of co-operative medicine and health 
insurance . resolving to work for the enactment 
of laws which will make it possible for rural United 
States to obtain adequate medical care in terms of 
ability of farmers and their families to pay for its 
cost.” 

She went on to say that “the greater use of preven- 
tive and curative services which modern medicine has 
made available, waits on the purchasing power rather 
than on the need of community or individual.” The 
rural areas lack that medical attention which is ade- 
quate for their needs. 

As a matter of fact many rural communities have 
at their disposal poorer medical facilities today than 
a generation ago. This was true even at the peak of 
agricultural and national prosperity. 

Mrs. Ahart was impressed with the persistence of 
the child death rate, particularly in the rural areas. 
Despite the low incomes of farmers the provisions 
made for the medical care of indigents are not effec- 
tive in rural areas and yet it is the rural area “which 
provides the foundation of human resources upon 
which the country is building its future.” While the 
metropolitan centers are not self-perpetuating, agricul- 
tural areas must act as the reservoir of human re- 
sources. Mayor LaGuardia was quoted as saying that 
“today an operation properly and successfully per- 
formed is a luxury which people of medium and 
reasonable means can no longer afford.” Surgeon Gen- 
eral Parran was quoted as saying “our knowledge of 
disease problems has run ahead of our capacity to 
apply it.” 

In medical science our progressiveness, so Mrs. 
Ahart pointed out, must be tempered by the knowl- 
edge that we are 60 years behind Europe in providing 
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health insurance for the people. Germany did so in 
1883; Austria in 1888 and England in 1911. She in- 
sisted upon the serious responsibility to the public 
which the medical fraternity has, and pleaded for 
co-operation between the profession and the public. 
There is a general demand for health insurance today. 

Since “a total of thirty-one million people now live 
in areas with less than 2 hospital beds per every 1,000 
persons,’ this situation demands a change. The 
speaker urged the approval of the resolutions of the 
American Farm Bureau Federation already sum- 
marized in Mr. Kilgore’s address. 


X. Hugh Cabot, M.D., 

Consulting Surgeon, Mayo Clinic 

Dr. Cabot stated that on the basis of several sur- 
veys the fact of the need for medical service is quite 
beyond discussion. The speaker stated that this fact 
“has been clouded by frequent reference to the ap- 
parently good health of the American people as 
reported in studies of public health conditions.” He 
suggested that such references are misleading “be- 
cause nobody has been unkind enough to inquire what 
were the conditions prior to these surveys, and what 
are the conditions in other countries with which we 
are asked to compare them.” While conditions are 
relatively very good “scientific medicine has for years 
been in a position to offer an article of health service 
entirely superior to that which a large number of the 
population have in fact been receiving.” Further sur- 
veys of need are wholly superfluous. “Referring for 
the moment to the survey now being carried out by 
the American Medical Association, I am inclined to 
suggest that physicians are very poorly qualified to 
carry out such a survey, since it is obscure to me by 
what method they will become aware of the condi- 
tion of people whom they never see. In general terms, 
I believe the medical profession has been far too slow 
in admitting the fact of need, an admission which is 
long overdue.” The American people desire an answer 
and they have a right to an answer concerning the 
methods of medical care, concerning the financing and 
the distributions of medical services and concerning 
the maintenance of standards of medical care. “I sug- 
gest, therefore, that we permanently dismiss as futile, 
discussions of the need of improvement in medical 
care and turn our whole attention to the methods by 
which improvements may be obtained.” 
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PART II. DISCUSSION AND COMMENT 
OUTLINE 


Monday Afternoon, July 18 Tuesday Evening, July 19 


oer ee eee - 





XI 


. Arthur McCormack, M.D. 


XII, Arthur H. Ruggles, M.D. 


XLIV. C. Rufus Rorem, Ph.D. 
XLV. Olin West, M.D. 


XIII, Allan M. Butler, M.D. XLVI. Abraham Epstein 
XIV. Miss Helen Hall XLVII. Lee Pressman 
XV. Frederick C. Lendrum, M.D. XLVIII, Paul Kellogg 
XVI. Mrs. J. K. Pettengill Wednesday Morning, July 20 


XVII. 
XVIII. 
X1X. 


XX. 


Watson B. Miller 
Leonard Gross 
Olin West, M.D. 
. Paul Kellogg 


Tuesday Morning, July 19 


XXII, 
XX/1. 
XXIII. 
XXIV. 
XXV. 
XXVI. 
XXVIII. 
XXVIII. 
XXIX. 
XXX. 


XXXI 


Mrs. Sadie Orr Dunbar 
Walter Polakov, Ph.D. 


C. W. Camalier, D.D.S. 
Ellen Potter, M.D. 

Mrs. H. W. Ahart 

John L. Rice, M.D. 
Clarence M. Hincks, M.D. 
Louis I. Dublin, Ph.D. 

. C. C. Ogg 


Edward S. Godfrey, Jr., M.D. 


Miss Annie W. Goodrich, R.N. 


XLIX. Robert Osgood, M.D. 
L. Charles F. Ernst 
LI. Frederic A. Besley, M.D. 
LI, William J. Kerr, M.D. 
LI, Kingsley Roberts, M.D. 
LIV. Morris Fishbein, M.D. 
LV. Alphonse M. Schwitalla, SJ. 
LVI. Joseph A. Padway 
LVII. Dexter Masters 
LVIII. Robert P. Fischelis, Phar.D. 
LIX. John Punnett Peters, M.D. 
LX. John J. Mates 
LXI. Miss Edith M. Gates 
LXII. John P. Koehler, M.D. 
LXIII. Clifford Grulee, M.D. 
LXIV. Michael M. Davis, Ph.D. 
LXV. Alice Hamilton, M.D. 


Tuesday Afternoon, July 19 LXVI. Myron Weiss 
XXXII. Robert E. Nef LXVII. Robert L. DeNormandie, M.D. 
XXXIII, James E. Paullin, M.D. LXVIII. Joseph E. Moore, M.D. 


XXXIV. 


Fred Hoehler 


LXIX. Edwin E. Witte, Ph.D. 


XXXV. Miss Florence Greenberg Wednesday Afternoon, July 20 
XXXVI. Charles W. Taussig LXX. Fulton Oursler 
XXXVII. Louis T. Wright, M.D. LXXI. Charles W. Eliott 
XXXVIII. Miss M. Antoinette Cannon LXXII. George Baehr, M.D. 
XXXIX. Borden S. Veeder, M.D. LXXIII. David H. McAlpin Pyle 
XL. George W. Bowles, M.D. LXXIV. Neville Miller 


XLI. 
XLII. 


XLII 


M 


S. S. Goldwater, M.D. 
Miss Harriet Silverman 
. Adolph Meyer, M.D. 


onday Afternoon, July 18 


XI. Arthur McCormack, M.D., 

Commissioner, State Department of Health, Ken- 
tucky ; President American Public Health Association. 

With reference to Dr. Cabot’s remarks, the speaker 
retorted that the American Medical Association can- 
not be accused of insensitiveness to the problems of 
the sick, even of the economic problems. It is recog- 
nized that there are local, state and regional dif- 
ferences, but prescriptions for the patient cannot be 
written with a view to regional conditions or state 
differences. 

The speaker declared himself as favoring the study 
now being conducted by the American Medical Asso- 
ciation, since it is desirable that a study of the needs 
should be made, not merely from the economic but 
also from a medical viewpoint. 


LXXV. C. E. A. Winslow, D.P.H. 
LXXVI. Frank Graham 
LXXVII. Miss Josephine Roche 


Dr. McCormack admitted that there was werk- 
nesses in the medical profession and yet, so he said, 
the people will still continue to put their trust in the 
doctor. 


XII. Arthur H. Ruggles, M.D., 

Superintendent, Butler Hospital, Providence, R. 1. 

The speaker called attention to the fact that 51 
per cent of the hospital beds of the country are given 
over to mental patients. Moreover, twenty-four cents 
of every tax dollar is given to mental hospitals in 
Massachusetts. In New York, one out of every twenty 
citizens occupies a bed in a mental hospital at some 
time. Sixty per cent of those seeking medical care 
have no organic needs for it. A preventive program 
in this field promises the richest returns. Prevention 
can reduce the incidence of mental disease by 50 per 
cent. 
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XIII. Allan M. Butler, M.D., 

Assistant Professor of Pediatrics, Harvard Univer- 
sity School of Medicine. 

Dr. Butler expressed the opinion that the time for 
the diagnosis of the national need has passed. The 
diagnosis has been made and the time for treatment 
has come. He endorses the fact that this Conference 
has the program of treatment all laid out and that 
the Conference was not called to discuss the need, 
but to discuss the remedy. 


XIV. Miss Helen Hall, 

Chairman, National Federation of Settlements ; 
Administrator, Henry-Street Settlement House, New 
York City. 

Miss Hall discussed the relation between medical 
need and family income by telling of the incident in 
her experience. One of the children of Henry House 
told Miss Hall that they were lucky at their house, 
and, on being asked, why, she replied, “Cause mother 
took sick on father’s pay day.” 


XV. Frederick C. Lendrum, M.D., 

Director, Medical Research Institute, International 
Union United Automobile Workers of America. 

Dr. Lendrum discussed the question of the relation 
of the worker in the automobile industry to his own 
physician. He stated that at the present time these 
industrial workers do not have a physician of whom 
they are expected to beg services. Auto workers want 
to pay the doctors; they do not want charity. If they 
do not pay the doctor, themselves, they want to be 
assured that the doctor does get his pay. 

Medicine today is not only science and art, it is also 
business. Doctors do not want to be business men. 
Business, as such, is distasteful to the doctor and 
hence it is necessary to find someone to take care of 
the doctor’s business. The business motive cannot be 
kept out of medical practice altogether. A surgeon who 
honestly denies the need of an operation when the 
patient expects an operation cannot make money. 

It was the speaker’s belief that the surgeon would 
welcome a system of relief from the burden of deter- 
mining when an operation is to be. performed for 
medical reasons and when an operation is to be done 
for economic reasons. 


XVI. Mrs. J. K. Pettengill, 

President, National Congress 
Teachers. 

Mrs. Pettengill, on behalf of the Parent-Teacher 
Association, insisted on early and, if possible, imme- 
diate action. There is need of more surveys. Children 
will keep on growing, even if surveys keep on going. 
The public interest is now aroused; people want the 
program now. 


of Parents and 


XVII. Watson B. Miller, 
National Director, National Rehabilitation Com- 
mittee, American Legion. 
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The speaker wants nothing done which will inter- 
fere with the working of the Medical Profession. He 
wants the problem now before the nation to be pre- 
sented in terms which lay people will be able to 
follow, so that this question which is such a great 
public concern may be properly understood. One 
thing is clear to him, that there must be a way found 
to meet the nation’s medical needs —if not through 
the tax dollar, then surely through more extensive 
voluntary associations. 


XVIII. Leonard Gross, 

Chairman, Waterfront Research Committee, New 
York City. 

The speaker called attention to the fact that occu- 
pational diseases have been studied by the insurance 
groups. He sees considerable hope in the principle 
that charges for industrial accidents and occupational 
diseases can be assessed against the offending indus- 
try. He called attention also to the numerous problems 
associated with the migrating workers. For the partic- 
ular group of workers whom he represents, special 
attention should be called to the problems of medical 
care arising from the low standards of eligibility which 
have been enforced in selecting ships’ physicians. 


XIX. Olin West, M.D., 

Secretary and General Manager, American Medical 
Association. 

Dr. West stated that he came to the platform frank- 
ly in defense of the medical profession. “ . . . I have 
seen the members (of the American Medical Associa- 
tion) leave their own work and their own in- 
terests and travel from the ends of the country, month 
after month, and year after year, and give hours of 
their time, without thought of compensation of any 
kind, . . . solely in the public interest. 

“The American Medical Association (expends) hun- 
dreds of thousands of dollars of its own money for 
serving the public interest and for protecting the pub- 
lic health of this nation and wherever and whenever 
anyone makes a statement contrary to my statement, 
I denounce it as being untrue from beginning to end.” 

The problems discussed on this floor today have 
been the concern of the medical profession of the 
United States for years past. Never have they been 
discussed except from one viewpoint, and that is the 
health-safety of the nation. The medical profession 
has been criticized on countless occasions but it has 
gone on perfecting the art and science of medicine, 
again for the benefit of the nation. 

There are incompetent men in medicine, as there 
are incompetent men in every profession and in every 
trade and in every human group, but organized medi- 
cine has done its best to protect the public against 
incompetence. If the American Medical Association 
were free to enforce its ideals, there would be fewer 
incompetent men in the ranks of doctors. The Ameri- 
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pursuit of the ideals for the welfare of the country 
for a hundred years. It has done much to rid the 
country of incompetents; has raised the standard of 
medical education ; has improved both the art and the 
science of medicine. By reason of the confidence en- 
gendered in the Association, the people of the country 
have brought their problems to us and we are trying 
to find solutions for them. 

What is more, the Association has “co-operated to 
the fullest possible extent, with the Federal Govern- 
ment, with state governments, with community gov- 
ernments and with civic organizations. ...” It would 
not be fair to have the impression go abroad that the 
medical profession is not awake to its obligations and 
that it is not attempting to do everything humanly 
possible to serve human beings, wherever they may 
be. “I should welcome any of you, on a visit in 
Chicago, to the officers of the Association so that you 
might verify, at first-hand, what I am here claiming.” 


XX. Paul Kellogg, 

Editor, Survey Associates. 

Before adjourning the Monday afternoon session, 
Mr. Kellogg desired to know whether anyone of those 
present challenged the statement of the needs which 
had been presented to the Conferees. There was no 
one in the audience who replied. 


Tuesday Morning, July 19 
At the session on Tuesday morning, Assistant Sur- 


geon-General, Clifford E. Waller, of the United States 
Public Health Service and a member of the Interde- 
partmental Commmitte, presented the Technical Com- 
mittee’s program for the Expansion of Public Health 
Services. 

Dr. Martha M. Eliot, Assistant Chief of the Chil- 
dren’s Bureau, United States Department of Labor, 
presented the Technical Committee’s report on the Ex- 
pansion of Maternal and Child Health Services. The 
discussion during the Tuesday morning session is here 
summarized. 


XXI. Edward S. Godfrey, Jr., M.D., 

Commissioner, State Department of Health, New 
York. 

Dr. Godfrey summarized the necessity of having a 
basic health organization in the state. Special activi- 
ties to be effective must be integrated with some 
general program. 

He does not favor the “ad hoc” appropriations, ap- 
propriations which are so highly specialized in the 
purpose for which they are made that their use for gen- 
eral purposes and for correlative activities, arising out 
of a special activity, are forbidden by the very terms 
of the appropriation. Appropriations, moreover, must 
carry with them provisions for the education of of- 
ficials. Each appropriation should also serve the further 
purpose of attracting the tax payers’ and the citizens’ 
attention to new problems or to new phases of old 
problems. The co-ordination of services in a state 
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program must not be overlooked. 

Dr. Godfrey favors a national department of pub- 
lic health, not a department of public health and 
welfare, even if there is to be no governmental 
reorganization in other fields. 


XXII. Mrs. Sadie Orr Dunbar, 

First Vice President, General Federation of Women’s 
Clubs. 

Mrs. Dunbar re-emphasized the existence of med- 
ical needs. The county is the natural unit of organiza- 
tion and therefore also the natural unit for the 
organization of medical service. Since our counties are 
feeling financial shortage, subsidies must be given to 
them if they are to bring about a relief of medical 
needs. The community now has a sense of responsi- 
bility for its own needs and this sense of respon- 
sibility should be kept. Financial grants must not 
destroy it. 

The speaker thought that many of the medical needs 
that have been discussed were really county problems. 
She pledged the support of Women’s Clubs in support 
of the purposes of the present Conference. 


XXIII Walter Polakov, Ph.D., 

Director of Engineering Department, United Mine 
Workers of America. 

Mr. Polakov, Director of the Engineering Depart- 
ment of the United Mine Workers of America, repre- 
sented Mr. John L. Lewis, Chairman of the Committee 
of Industrial Organization, at this meeting. Speak- 
ing on behalf of three million inhabitants of coal 
mining communities, he discussed “the problems of 
health created by mechanization in a mis-managed in- 
dustry.” Coal mining, an industry which is carried on 
underground is hazardous ana unhealthy. The accident 
rate due to the use of electricity has increased since 
1900 by 50 per cent and the accident rate due to elec- 
trical transportation in the same interval of time, by 
25 per cent. For every 29 workers killed in other oc- 
cupations, 44 miners are killed per 100,000 workers. 
Coal productivity for miners has risen with increased 
mechanization from 2.98 tons per man-day in 1900 to 
5.22 tons per man-day in 1937. This increase has also in- 
creased physical strain and nervous tension. To illus- 
trate, during the ages of gainful employment the 
mortality rate among all gainfully employed males is 
906 per 100,000 workers ; while among coal miners it is 
1,299. Tuberculosis, while taking its toll of 87 workers 
of all kinds, carries away 120 coal miners. Similarly, 
nephritis and cerebral hemorrhage kill more coal miners 
than other workers. The suicide rate in other gainfully 
employed occupations is 35 per 100,000; while it is 
54 per 100,000 for coal miners. 

Having discussed these conditions the speaker 
described the system of medical care “typical in mining 
communities, where doctors are appointed by the cor- 
porations, mostly without the consent of the com- 
munity” and administer medical service. The speaker 
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pointed out that for a payroll check-off of $14.88 per 
year, coal miners could get a high grade of medical 
care and hospitalization, such as is furnished to miners 
in one of our Western states. For six million dollars a 
year, with two additional million dollars available for 
needed research, mental hygiene and child guidance, 
which are now entirely neglected fields, a model health 
service could be developed. At the present time the 
coal miners spend approximately fifteen million dollars 
a year, including the private doctors’ fees. The service 
thus purchased benefits only those who work at least 
five days per month. It should be possible to get suf- 
ficient medical care for the miners at an expenditure 
of six to eight million dollars per year. The speaker 
made a strong plea for research in occupational health 
and for the inauguration of programs in preventive 
medicine and mental hygiene. 


XXIV. Miss Annie W. Goodrich, R.N., 

Consulting Director of Nurses, Neuro-Psychiatric 
Institute of the Hartford Retreat; Dean Emeritus, 
Yale University School of Nursing. 

Miss Goodrich drew the inspiration for her remarks 
from the “Children’s Charter” which she regards as 
one of the outstanding monuments to our present level 
of civilization. This Charter supplies the framework 
for many of the problems which the Conference is 
discussing, especially of those related to children. She 
advocated a wide adoption of state-county programs 
by ample support of community chests. She discussed 
the importance of the functions of community planning 
and pointed out the increasing importance of the 
welfare worker. 

In Miss Goodrich’s opinion, a joint committee for 
national purposes which represents all the interests is 
still needed. The family must be taken as basic. She 
gave instances of the development of health centers 
owned and controlled by private agencies and of the 
work which can be achieved through their organiza- 
tion and made a strong appeal for the recognition of 
the value of the child. The place of the nurse in the 
national program must be increasingly emphasized. 


XXV. C. W. Camalier, D.D.S., 

President, American Dental Association. 

The speaker pointed out that 90 per cent of school 
children need dental care. Research is urgently needed 
to reveal the value of preventive measures, if this 
enormous volume of need is to be met and if the pro- 
cedures for meeting it are to be controlled. He pleaded 
for increased dental services. 


XXVI. Ellen Potter, M.D. 

Director of Medicine, New Jersey State Department 
of Institutions and Agencies. 

The speaker pointed out that the ineffectiveness of 
the Sheppard-Towner bill, in her opinion, arose from 
the fact that the agencies working under it had not 
been properly integrated into a state program. New 
Jersey has a low maternity death rate but is convinced 
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that the low death rate can be still further lowered. In 
one experimental activity there were 10,000 dependent 
children for whom money was available. Of these 1,980 
received more than one service per child. In the control 
group for whom money was not available there were 
only 378 who received more than one service per child. 
It was found that a fairly adequate service for children 
can be supplied at the cost of $9.62 per child, per year. 


XXVII. Mrs. H. W. Ahart, 

President, The Associated Women of the American 
Farm Bureau Federation. 

The speaker referred again to some of the remarks 
of her previous address which has been summarized 
above. She noted certain pages from the Technical 
Committee’s report with which farm women are in 
special accord. 


XXVIII. John L. Rice, M.D., 

Commissioner, Department of Health, New York 
City. 

Dr. Rice admits that medical practice has not kept 
pace with the available knowledge. He pointed out, 
however, that medical knowledge is not complete and 
that the lay mind is not always aware of the unavoid- 
able limitations of the doctor’s knowledge. It happens 
too that due to circumstances a health officer is not 
always willing or ready to apply his knowledge, some- 
times by reason of consequences which would be, to 
say the least, doubtful, under the concrete circum- 
stances of a health program. Health officers need more 
tools and they need more money. 


XXIX. Clarence M. Hincks, M.D., 

General Director, The National Committee for 
Mental Hygiene. 

Case loads of 800 to 1,000 mental cases, Dr. Hincks 
claims, are too heavy a load for an individual mental 
hygienist. He hopes that grants-in-aid will be con- 
tinued on the maintenance of satisfactory standards 
and continuing education of the physician. 


XXX. Louis I. Dublin, Ph.D., 

Statistician and Vice President, Metropolitan Life 
Insurance Company. 

Dr. Dublin devoted his attention to the financial 
aspects of the problem before the Conference. Many 
agencies, he thought, will raise the question of the na- 
tion’s capacity to pay for the services which are con- 
templated. He approves of the principle of a gradual 
increase in the volume of the grants. Still, Dr. Dublin 
urges passage of the program in the full amounts sug- 
gested. The citizens are the nation’s greatest asset and 
recognition of this principle is at last emphasized in 
the present program. On the basis of product capacity 
alone, human assets are at least five times greater than 
all other assets combined. Our health departments, 
our insurance against disease, our preventive programs 
and our programs for the care of the sick are our 
wisest investment. 
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The insurance company which Dr. Dublin represents 
has spent more than $125,000,000 in health educa- 
tion and considers this money well spent. We may need 
courage to endorse the present program, but that 
courage should not fail us. 


XXXI. C. C. Ogg, 

Research Director, American Farm Bureau Federa- 
tion. 

Mr. Ogg called attention to the strides that have 
been made since the passage of the Sheppard-Towner 
bill. He reviewed the hearing on that bill and con- 
trasted it with the present Conference. Mr. Ogg 
pleaded for the conservation of human resources and 
for saving 70,000 lives of mothers. 

Tuesday Afternoon, July 19 

A committee’s study with recommendations concern- 
ing hospital facilities was presented by Dr. J. W. 
Mountin of the United States Public Health Service 
and the Committee’s report with its recommendations 
on Medical Care for the Medically Needy by Mr. 
George St. John Perrot also of the Public Health 
Service. 


XXXII. Robert E. Neff, 

Administrator, University of lowa Hospitals ; Presi- 
dent, American Hospital Association. 

Mr. Neff’s presentation concerned itself largely with 
the question of voluntary service rendered by private 
hospitals and the influence of this service on the eco- 
nomics of medical care. In the course of his remarks 
Mr. Neff expressed the opinion that while the number 
of hospital beds is adequate under present conditions 
the number would not be adequate if all those who 
should obtain hospital care were to seek it. 

Mr. Neff further pointed out that the location of 
hospitals and other institutions for giving medical care 
has an important bearing upon securing availability. 
Such institutions should be located at strategic points 
in the state or in the area which they are attempting 
to serve. He instanced institutions which had been so 
located and explained the services which these insti- 
tutions can give. 


XXXIII. James E. Paullin, M.D., 

Professor of Clinical Medicine, Emory University 
School of Medicine. 

Doctor Paullin’s comments concerned themselves 
chiefly with conditions in Georgia. He discussed the 
results of the survey conducted by the Georgia Medi- 
cal Society and emphasized the importance of zoning 
and districting to insure the best use of available facili- 
ties. 


XXXIV. Fred Hoehler, 
Director, American Public Welfare Association. 
Mr. Hoehler devoted his attention in his talk to 
the program of the American Public Welfare Associa- 
tion. He reviewed the origin of the study conducted by 
the American Public Welfare Association and sum- 
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marized the report of the Committee on Medical Care 
of that Association, which was presented at the an- 
nual meeting in Seattle early in June. The Joint Com- 
mittee of the American Hospital Association and of 
the American Public Welfare Association have been 
working together in facing the problems arising from 
their mutual interests in this field. The Joint Commit- 
tee has expressed itself on hospital standards, on the 
per diem rate and on the financial liability of patients 
for free care. While the various reports of the Com- 
mittee are still being studied there are tentative 
recommendations which will await joint study with a 
number of other associations especially with the Asso- 
ciation of Community Chests and Councils. Tentatively 
the American Public Welfare Association recom- 
mends: “Payment of Out-Patient departments from 
tax funds for care of the indigent; relative respon- 
sibility of Community Chest and tax funds for pay- 
ment for free medical service; conversion of former 
almshouses into hospitals; licensing and supervision 
of hospitals and related institutions.” 

The report of the American Public Welfare Associa- 
tion gives some place to the voluntary agencies which 
have heretofore carried so large a share of the costs 
implied in the care of the indigent. Nevertheless it is 
impcrtant to avoid overlapping, duplication and gaps 
in giving service to the sick poor. Hence, co-ordina- 
tion is required and this could be effected through the 
creation of city and local interdepartmental conditions 
in which representatives of the organized medical pro- 
fessions of public health and hospitals should parti- 
cipate in determining the policies of public medical 
care. Mr. Hoehler believes, furthermore, that salaried 
professional supervision of medical programs is essen- 
tial. 


XXXV. Miss Florence Greenberg, 

Educational and Legislative Chairman, Council of 
Auxiliaries, Steel Workers Organizing Committee. 

Miss Greenberg called attention to “sick Chicago, a 
Chicago of dirt and filth and tenements. . . . My peo- 
ple are asking that our government take health from 
the list of luxuries to be bought only by money, and 
add it to the list containing the ‘inalienable rights’ of 
every citizen.” She pointed to the change in the atti- 
tude of mind of the steel workers, the packing house 
workers, the International Harvester workers and 
similar groups, who, only a few years ago “did not 
know what it meant to demand that their needs, their 
lives, their happiness be considered. They were only 
half-Americans with no voice in the government, with 
no part in planning this democracy. But now these 
men and women are organized and they have learned 
how to ask for what they want, how to demand what 
they need.” 

Miss Greenberg then went on to describe the unsani- 
tary conditions of the slums. The “dangerously bad 
conditions found in many plants.” She spoke of the 
incidence of pneumonia and tuberculosis among the 
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workers; of the lack of compensation for the loss of 
wages when illness comes; of the lack of available 
care for tuberculous patients due to the fact that 
“there is only one tuberculosis sanitarium for the city 
of four and one-half million people.” Unemployment 
frequently complicates the disease picture. The 
ravages of death create family problems, old age be- 
comes an increasing menace, not only to those who 
are old but to the young who must live with them and 
work for them. Miss Greenberg called further atten- 
tion to the health problems of the Negro workers, with 
six times as much tuberculosis among Negroes as 
among white people and only one overcrowded private 
hospital in the city to serve the Negro community. 
“Life, it seems, is cheaper in Chicago than hospital 
beds.” 

“Tt is disgraceful that in our city of four and one- 
half million people, there is only one public hospital, 
only one public tuberculosis sanitarium and only one 
public hospital for contagious diseases. Even these hos- 
pitals are situated too far away from the industrial 
centers for the workers to use them conveniently.” 

The speaker complained of the conditions in Cook 
County Hospital characterized as it is by “notorious 
mismanagement.” The workers look upon Cook 
County Hospital as a death house. Patients are taken 
there in a patrol wagon. The attitude of the State 
Board of Health is shown by the fact that the 
Board is accused of “being involved in a conspiracy 
to raise the price of milk.’’ Frequently enough a doc- 
tor does not attend a delivery but a midwife is called 
who does “not know enough to put a silver solution 
into (an infant’s) eyes.” 

It is not enough to give warning to people of con- 
tagious diseases by tacking a sign on the front door. 
Care of the sick during convalescence presents a spe- 
cial problem under conditions of overcrowding. “Ex- 
pansion of public convalescent homes is an absolute 
necessity.”’ All this brings Miss Greenberg to the con- 
clusion “that an effective health program must be gov- 
ernment-supported and not subject to the whims of 
philanthropy and charity. . . . Chicago’s health today 
is an emergency condition and therefore we should use 
emergency measures as well as have a long range per- 
spective.” 

A real health program for Chicago must include: 

i. Slum clearance and housing projects as well as 
adequate relief. 

2. Health insurance. 

3. Provision for adequate hospitalization and con- 
valescent care. 

4. A complete investigation and reorganization of 
the County Hospital. 

5. Expansion of all clinic and dispensary services. 

6. A program for the early detection and treatment 
of syphilis, tuberculosis and cancer. 

7. An all inclusive program of vaccination for pre- 


HOSPITAL PROGRESS 


August, 1938 


school as well as for school children against small pox, 
whooping cough and diphtheria. 

8. Modern ambulances for the free hospitals so that 
patrol wagons may be discarded. 

9. Well enforced laws pertaining to occupational 
diseases and hazards. 

10. Effective popular health education. 

11. A health program for the Negro community. 

12. Research into the health status of Chicago. 

“We women who are relatives of industrial workers 
have learned that the problems of our industrial work- 
ers are closely tied to the problems of the farmer and 
the white collar worker — and we are willing to go to 
the front for the common solution of them.” 

She referred finally to the achievements of the Hos- 
pital Workers Union of the C.I.0. which “is trying 
to make the lot and the life of the average hospital 
worker — both doctor and nurse—come up to a 
decent American standard.” 


XXXVI. Charles W. Taussig, 

Chairman, Advisory Committee, National Youth 
Administration. 

Mr. Taussig stressed the health needs of youth. He 
referred to “a new deal for youth” in which the needs 
of 1,800 boys and girls in a middle western industrial 
city were studied. Forty-three (43) per cent of them 
were found to be unemployable by a private industry 
because of their physical condition but corrective medi- 
cal treatment could reduce that percentage to 8 or 10. 
Mr. Taussig believes that we know more about pre- 
ventive sickness than we do about preventive unem- 
ployment, yet he says we explore economics and 
neglect the field which we have partly mastered — 
Medicine. 

Mr. Taussig emphasized the thought that the ex- 
penditure of $850,000,000 a year for public health 
“does not frighten business.” Even now business is 
bearing a much greater financial burden due to our 
neglect of health. Under the proposed plan, if the plan 
is effective, business would bear a similar burden. It 
would look upon the expenditure of tax funds for the 
prevention of illness as a subsidy to industry and not 
a burden. 

He continued “we are rapidly creating more 
(through health education) for a commodity in which 
the system of distribution has already been over-taxed. 
It would be far better, I think, to cease our educa- 
tional activities in the field of health if we are merely 
to create a demand for services which cannot be 
rendered.” 

Mr. Taussig expressed the opinion that at the con- 
ference there seems to be a general acceptance of the 
data concerning the need for medical service for the 
underprivileged. He surmised, however, that there was 
some opposition to the granting of Federal subsidies 
as a partial remedy. The fear of Federal subsidies is 
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explained by the fear that Federal subsidies will in 
“some” unexplained way destroy our democratic sys- 
tem of government but the fundamental question which 
any democracy must answer is: “Can it meet the rec- 
ognized social requirements of our people ?” 

Mr. Taussig stated that the American concept of 
democracy carries with it not “the implication of a 
changeless political, social and economic order 
but the genius of democracy lies in its ability to reduce 
the problem of the masses to its component parts of 
individual human needs and desires, and to solve the 
problem on that front. We underestimate the 
virility of our democracy when we refuse to meet an 
acknowledged need because we are afraid that 
some alien political philosophy may creep upon us 
unaware and destroy our institutions. If democracy in 
the United States has become such a feeble thing it 
can no longer serve us. Let us remember that 
democracy is a sword as well as a shield, that its pur- 
pose is not only to defend old liberties, but to make 
new social and economic conquests as well. This Con- 
ference presents a magnificent challenge to the demo- 
cratic process.” 


XXXVII. Lewis T. Wright, M.D., 

Chairman, Board of Directors, National Association 
for the Advancement of Colored People. 

Doctor Wright pleaded for the health care of the 
twelve billion colored persons of the United States 
whose health problems have been generally neglected. 
The basis for any national program must necessarily 
have the unit of health need. There is no such thing 
as Negro health as distinguished from the health of 
the whites. We cannot tolerate dual standards of 
health care if a national program is to be effective. 


XXXVIII. Miss M. Antoinette Cannon, 

New York School of Social Work. 

Miss Cannon emphasized the principle of flexibility 
in the administration of health care in response ‘to 
health needs. The maintenance of health is in some 
sense the responsibility of the government. Tax money 
can and should be used for the care of the poor but 
various. plans can be devised for the distribution of 
such available funds. Care and prevention are not 
separable in a national health program. Compensation 
for loss of income during periods of illness is a highly 
desirable feature of any national health program. 

Miss Cannon also called attention to other very im- 
portant viewpoints regarding medical care. Medical 
care as such is not a distributive thing. The individ- 
ual who needs medical care is not divisible into an 
economic unit and a medical unit. The high quality 
of medical care to the sick would not of itself solve 
the needs of the poor. The economic solution of these 
problems is not necessarily a medical solution. Medi- 
cine alone, of the agencies at our disposal, can secure 
for us our objective which is good health. 
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Administrative questions were also touched upon by 
Miss Cannon. She suggested the alternative of build- 
ing up medical service within the health agencies or 
within a government frame work. Particularly, Miss 
Cannon stated, this question should be faced with refer- 
ence to home visiting. 

Miss Cannon also added a word of caution. The 
needs exist but some of our needs surely can await a 
solution better than others. Some of our needs can be 
met immediately by using available and as yet par- 
tially used facilities. Other phases of the program can 
be delayed until we have had time to think clearly 
and cautiously about the effect of any solution which 
may be suggested. She cautioned against any unjusti- 
fied generalization concerning the use of hospital beds 
and suggested furthermore, that it may be possible 
to reserve for special use certain beds in hospitals 
which are now used for general illnesses. 


XXXIX. Borden S. Veeder, M.D., 

Editor, Journal of Pediatrics ; Chairman, Committee 
on Graduate Medical Education, American Academy 
of Pediatrics; Member, American Pediatric Society. 

Doctor Veeder opened his discussion by emphasiz- 
ing the existing mechanisms for good care. He showed 
how many factors have been at work to reduce the 
quality of medical attention, the increase in the pa- 
tient load, the failure of the voluntary agencies to 
secure funds, the rapid increase in the requirements 
for diagnosis and the consequent increase in the 
cost of medical care; these are factors which have 
brought us to our present state with reference to this 
question. 

Doctor Veeder emphasized the thought that in the 
last analysis the character of the men who partici- 
pate in the health program is essential. The physicians 
must remain the central agent in the health program 
lest the medical care which we provide be the kind 
which some one has referred to as “bastard medical 
care. 


XL. George W. Bowles, M.D., 

President-elect, National Medical Association. 

Negroes, so the speaker pointed out, are deeply in- 
terested in the general problems being discussed here. 
The Negro labors under all of the social ills to which 
attention has been called but suffers particularly under 
the impact of several of them. If all the rural popula- 
tion feels the inadequacy of medical care in rural areas, 
the Negro does so emphatically. If all the popula- 
tion suffers under the disadvantage of poor housing 
and inadequate employment the Negro is more serious- 
ly affected. In the South there are less than 200 public 
health nurses to take care of nine million Negroes. 
Doctor Bowles pleaded in the name of his organiza- 
tion for an increase of such nurses and of medical 
endeavor on behalf of the Negroes and an increase in 
the stimulation of local initiative. 
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XLI. S. S. Goldwater, M.D. 

Commissioner of the Department of Hospitals, New 
York City. 

Doctor Goldwater expressed his sympathy with the 
projects of the Interdepartmental Committee. He 
thinks the calculations upon which the new program 
is based are “too simple to be reliable.”” We must bear 
in mind that neglected illness is not always convertible 
by means of money grants or administrative measures 
into illness effectively prevented or cared for. It is 
all but certain that increased governmental expendi- 
tures would be utilized for mere custodial care. An- 
other fraction of the contemplated allotments would 
no doubt be absorbed “by the simple substitution of 
paid for unpaid medical service, and by more liberal 
conditions of employment for nurses and other insti- 
tutional personnel.” 

Doctor Goldwater recalled that thirty years ago the 
enthusiasts were sure that tuberculosis would be abol- 
ished by 1935. Now we are still writing “optimistic 
tuberculosis programs in glamorous terms of hundreds 
of fresh millions of dollars.” 

“In health-protection, self-help is preferable to out- 
side aid; governmental intervention in medicine is de- 
sirable as a last, not a first, resort.” 

The possibility of voluntary insurance has not as 
yet been exhausted. The assumption is unwarranted 
that through the application of such a principle only 
a small fraction of the population can be reached. 
Similarly, the efforts of county medical societies and 
of medical co-operatives sponsored by ethical phy- 
sicians should be encouraged and such efforts are of 
importance in relation to home care “which is of con- 
cern to a greater number of individuals than actual 
or theoretically required institutional care.” A policy 
must be defined with reference to the gratuitous serv- 
ices of physicians. These services cannot justly be 
demanded. Must they therefore, be discarded ? 

Medical care should be locally rather than nationally 
administered. The administration of medical need for 
the masses by huge federal agencies is well nigh impos- 
sible. “The appropriation of funds for the creation 
or support of a local medical agency is no guarantee 
that the agency will do what is expected of it.” In the 
development of medical programs emphasis should be 
placed on the critical evaluation and periodic re- 
evaluation of the services actually rendered. It must 
be conceded that social and economic conditions affect 
health but these conditions should be attacked in a 
balanced and comprehensive program. Medical care is 
not the only human need which exceeds the purchas- 
ing power of the low-income groups. Education is 
another ‘such need. Should we not look upon medical 
service and higher education for the masses as social 
ideals rather than as objectives of an important work- 
ing program of the government. 
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XLII. Miss Harriet Silverman, 

Executive Secretary, People’s National Health Com- 
mittee, Workers Alliance. 

The speaker insisted that we cannot continue at a 
slow rate. We are now killing the next generation. Such 
problems as that of silicosis bring home to us the 
economic threats to sound national health. Social 
Security is only the first step. We now need adequate 
social coverage so that all of the social problems of 
the nation might be attacked. 

The speaker favors using the health program of the 
nation as an issue in the next campaign. We must have 
a national preventive program. 

The six proposals of the People’s National Health 
Committee are the following: 


1. Free medical care for all families having incomes 
of $2,000 or less a year. 

2. A medical care, pre- and post-natal for mothers 

3. Programs for the control of Tuberculosis, Syphilis 
and Silicosis. 

4. Protection of workers on the job and then with 
reference to workmen’s compensation, accident 
coverage and occupational diseases. 

5. The establishment of People’s Health Centers. 

6. Slum clearance. 


XLII. Adolph Meyer, M.D., 

Director, Psychiatric Clinic, Johns Hopkins Hos- 
pital. 

The speaker referred to his own sense of inadequacy 
in facing the problems to which he has been giving his 
attention during this conference. Those interested in 
mental health rejoice in the efforts which are being 
made toward the achievement of mental hygiene but 
the changing attitudes demand more than program 
making. 

How, under the new program, are we ever going to 
find time for the individual case, for the study of the 
social and personal environment of the patient? The 
speaker does not see how in the practice of medicine 
such as is implied in the new program those factors 
that make for individuality will be given due con- 
sideration. He bewailed the passing of respect for the 
patient and the right of secrecy. 

Nevertheless he insisted that it is good to have had 
these problems brought to the attention of physicians 
as a challenge. Medical need, just like education, must 
be available for the poor and for the wealthy and we 
must remember that the medical needy may be found 
near the top as well as near the bottom of the social 
ladder. It would seem wise counsel to delay so that 
ill-advised programs may not result. 


Tuesday Evening, July 19th 
At the session on Tuesday evening, Mr. Altmeyer, 
who also served as Chairman of the meeting, read 
the Committee’s report on “The General Program of 
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Medical Care.” This presentation was followed by Mr. 
Falk’s reading of the report on “Insurance Against 
Loss of Wages During Sickness.” Discussion then fol- 
lowed. 


XLIV. C. Rufus Rorem, Ph.D., 

Director, Committee on Hospital Service, American 
Hospital Association. 

Mr. Rorem discussed the health insurance plans of 
the voluntary hospitals. Such plans are in operation in 
sixty communities. The American Hospital Association 
has established standards for the organization of such 
plans and has approved forty of them up to July 1, 
1938. At the present time there are 1,956,000 sub- 
scribers as contrasted with 250,000 two years ago. 
The plans vary with reference to the subscription 
rates or premiums and the extent of coverage of the 
members of a family. They differ also in the benefits 
to the patients which they produce. 

The non-profit character of this corporation was 
emphasized. All the benefits are service benefits and 
not cash benefits. The results to date showed that an 
appreciable percentage of the population have en- 
rolled as policy holders, in a number of states, which 
number, in view of the short period of time they have 
been in operation, can be regarded as satisfactory. 
The annual premiums for the subscribers amount to 
approximately $15,000,000, 70 per cent of which is 
used for benefits, 18 per cent for administration and 
12 per cent for emergencies. All of the plans have thus 
far met their obligations. Enrollment takes place on 
the group insurance principle through the employer’s 
agency, though some plans have more liberal pro- 
visions. 

While the doctor bill is not paid directly, the pa- 
tient being-relieved of worry about his hospital bill 
is found to be more anxious and ready to pay the 
physician’s bill. Perhaps some other plan will develop 
with lower rates for ward service. If private or public 
subsidies were granted, still lower rates could. be 
charged. The hospital insurance is not regarded as a 
cureall for all the problems of medical economics but 
it has achieved very much in meeting some of the 
problems for securing medical care at least for the 
subscribing families. 


XLV. Olin West, M.D., 

Secretary and General Manager, American Medical 
Association. 

Doctor West fears that the reports make the sub- 
ject entirely too simple. Can far reaching policies be 
projected in the midst of conditions as artificial as 
ours of today? Are we to accept the implication in 
the present program that we are always to have an 
unemployment situation such as ours is today ? In peri- 
ods of prosperity such plans as we are advocaing 
here would probably drag us into serious difficulties. 
Doctor West is convinced that the estimates of need 
and the financial estimates are based on partial knowl- 
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edge of the facts or on partial facts. He instanced 
for example, the data which have been presented to 
the Conference concerning the incomes of physicians. 
Wide variations exist in the different regions and 
states. 

Doctor West fears, furthermore, that it will be diffi- 
cult to get qualified personnel to carry out every phase 
of the program. If it is suggested that the personnel 
can be trained and prepared, we must be ready to 
grant the necessary time. 

In further illustration of the inadequacy of the 
solution proposed, Doctor West reminded the audience 
of Mr. Polakov’s proposed methods which, if carried 
out, would simply differentiate between one set of evils 
and another. It must be remembered that any system 
can become political. No one plan can be universally 
applicable and every plan must be operated in re- 
sponse to local need and local controls. 


XLVI. Abraham Epstein, 

Executive Secretary, American Association for 
Social Security. 

Mr. Epstein thought that the Conference was unani- 
mous in accepting the insistance of the need for medi- 
cal service. He himself accepts the data which have 
been presented to show the reality of the national 
need. He favors a federal aid program rather than a 
federal program. He favors, furthermore, a compul- 
sory insurance basis rather than voluntary bases such 
as have already failed, as for example the group hos- 
pitalization ventures. He feels that the coverage in an 
insurance program must include all of the people who 
have incomes of $3,000 or less. Under no circum- 
stances should social insurance go beyond the $5,000 
income limit. He favors the sliding scale for the dis- 
tribution of charges between employers and em- 
ployees. Costs should be allotted up to 5 per cent of 
the nation’s payroll, 2 per cent being contributed 
through the payroll itself, 1 per cent to 1% per cent 
being contributed by employee and 1% per cent to 
2% per cent by the employer, 1 per cent by the States 
and 1 per cent by the Federal Government. An ade- 
quate program must by all means provide for depend- 
ents. There must, furthermore, be both cash and 
medical benefits even though these be separately ad- 
ministered. 

Mr. Epstein is opposed to a tie-up between the un- 
employment program and the insurance program. A 
satisfactory program, moreover, must not lose sight 
of the needs of the family and, finally, there must be 
some way to remunerate the physician. 


XLVII. Lee Pressman, 

General Counsel, Committee for Industrial Organ- 
ization. 

Mr. Pressman welcomed the occasion of this Con- 
ference as having extreme importance to labor through 
the country. Basic in any consideration, so Mr. Press- 
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man thought, is the fact that our people as a whole 
are not getting adequate medical service. From his 
viewpoint one of the reasons for the situation is that 
state governments have not taken care of this prob- 
lem, either because of indifference to it or because 
certain professional groups have been sufficiently 
strong to prevent consideration of the program. If 
now, through Federal grants, we give the funds thus 
to be distributed to the same agencies which have 
heretofore failed to suggest a proper solution, we must 
not expect a more significant result than we have thus 
far obtained. Besides, what is so unalterable about 
state lines? What is meant by the diversification 
in local needs and diversification of local problems 
with reference to health care? To Mr. Pressman 
it has always seemed that the health program 
for any problem transcends state lines. Doubt con- 
cerning the efficacy of a federal problem implies 
an inferiority complex that should not characterize us. 
We have administered agricultural relief without 
worrying too much about state lines. In the matter 
of health there is no contradiction between federal 
appropriation and the utilization of federal funds by 
local agencies. 

Should health services be administered by private 
agencies or by public administration? It was said to 
be clear to the speaker that private agencies cannot 
administer the kind of program which this Confer- 
ence contemplates. Mr. Pressman did not intend to 
criticize individual doctors but only the private medi- 
cal associations. In these it is the “upper hierarchy” 
who by their attitudes have impeded the giving of 
adequate health care to the people and the medical 
associations are not giving the necessary considera- 
tion to the poor people who need health service more ; 
nor have they given heed to the thousands of doctors 
who have no patients and are extremely anxious to 
give such service. The speaker could not understand 
the contradiction in Doctor West’s remarks that on 
the one hand we have the best doctors in the world 
and the best schools of medicine and on the other 
hand we will require years of time and effort to pre- 
pare personnel for the administration of the new pro- 
gram. “If the personnel is in this country and if the 
doctors desire to sacrifice themselves for the public 
need — and I know they do—then there is no prob- 
lem but getting adequate personnel for federal ad- 
ministration of a public health program. 

Mr. Pressman favors federal insurance for the peo- 
ple and the services purchased through federal insur- 
ance must include public health service as well as 
insurance benefits for disability. We must guard 
against an inefficient result of this Conference. We 
must, therefore, provide hospital service for the people 
that need it and physicians’ services as well. Obviously 
it was Mr. Pressman’s thought that the administra- 
tion of the national program must be entrusted to 
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public administration officers. At the present time we 
have in this country approximately 15,000,000 unem- 
ployed. In addition there are several million people 
who are living on a standard which does not permit 
them to take care of all their requirements. Yet, we 
talk about placing another tax on the direct income 
of these people who cannot even maintain a decent 
standard of living. Mr. Pressman left open the ques- 
tion whether the taxation for this program should be 
a general taxation or a payroll tax on the employers. 

Finally, the speaker called attention to the fact that 
in the administration of the Social Security program 
difficulties have been encountered because of inade- 
quate co-operation between the administrators of the 
health program and the labor unions. 

In conclusion Mr. Pressman pleaded against the 
adoption of a program “that has within it the very 
seeds which have produced the present situation.” 
The program as finally to be outlined must break 
through even the conservative attitudes of the medical 
groups and of other groups which are working against 
the development of sound legislation. 


XLVIII. Paul Kellogg, 

Editor, Survey Associates. 

The composition of the meeting, so Mr. Kellogg 
thought, represents the importance of the problem. 
The presentations have all called attention to the 
phases of the question. Nevertheless, a few basic con- 
siderations will give meaning to our discussion. It 
should be pointed out, first of all, that our voluntary 
schemes are splendid as experiments but in the last 
analysis the lessons to be learned from the voluntary 
schemes is this, that the American people are now 
prepared for group action in the field of our discussion. 

Mr. Kellogg was impressed with the variability in 
the incidence of illness, that illness itself is variable 
in different individuals. Mr. Kellogg stated, further- 
more, that the illustration had been used of a patient 
leaning upon the broad shoulders of Uncle Sam and 
the wider those shoulders get the more people will 
keep on leaning on them. Mr. Kellogg would rather 
have them lean on the broad shoulders of Uncle Sam 
than “on the measly cadaver of our little Elizabethean 
poor laws.” What we are doing here tonight is not so 
much to burden the shoulders of Uncle Sam but rather 
to enlarge his feet, for the question before. us is 
whether we as a nation can achieve a security for the 
individual that would make for freedom of citizenship 
and for a virile democracy. 

Lincoln, so Mr. Kellogg stated, once insisted “that 
it was the self-employing, self-dependent man who 
was, after all, under the shadow of the conflict over 
slavery ; who was, after all, the basic hope and security 
of American democracy.” That security of Lincoln’s 
time no longer holds in our day, for it was the security 
of an agricultural civilization and the first security 
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of a nation that reached only half-way into the moun- 
tain states of the West. Today the situation is entirely 
different. A security must be created against the 
hazard of unemployment, of old age and of sickness 
and with such security many of our social ills will 
necessarily vanish. 

We are dealing with intricate problems which it will 
take time to work out. We cannot stand back indiffer- 
ent to making a start. We have thought a great deal 
in the last few years and action here today would not 
be precipitous. 

Doctors have from time to time taken unwarranted 
attitudes in the matter of ethics. 

Wednesday Morning, July 20 

The meeting on Wednesday morning was scheduled 
as a general discussion meeting. A summary of the 
various addresses and comments follows: 


XLIX. Robert Osgood, M.D., 

Professor Emeritus, Harvard University School of 
Medicine. 

The idealism of medicine differs in no important 
features from the idealism of the other professions, 
from that of law, for example. The assumption that 
the ethics or idealism of medicine are unique among 
the professions is difficult to sustain. “The history of 
medicine tells the story of a certain amount of ideal- 
ism, but an idealism of the same brand as that of the 
upright lawyer or business man of integrity, of the 
honest sailor of the seas and of the socially-minded 
worker in industry. Perhaps we may escape smugness 
if we suggest that practice of medicine involves as 
much unselfishness as do the other professions.” 

The group led by Dr. Peters wishes it understood 
that it entertains no hostility to the American Medical 
Association or that it suggests a revolt against organ- 
ized medicine. 

Dr. Osgood also disclaimed any desire on the part 
of Dr. Peters’ group to organize another national medi- 
cal association, nevertheless, he made the claim that 
the leaders of the American Medical Association, as 
well as the members have not realized until recently 
the seriousness of the situation in the country, with 
reference to medical care. “The challenge has come 
with this Conference.” Medicine alone cannot meet 
the situation. 

The leaders of the American Medical Association 
“must think in long-range terms, not only of what is 
best for their constituents but of what the duty of 
these constituents is to medicine and to the public.” 
Furthermore, “Government and the public must help 
us, but if they try to take away such independence of 
action of the physicians as is dictated by their con- 
sciences, we, as physicians, will fail them. Good medi- 
cal care cannot be delivered without good and willing 
doctors.” 

Dr. Osgood claimed that since he has seen the ad- 
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ministration of the medical portions of the Social 
Security Act under the guidance of Miss Lenroot and 
Dr. Eliot, his own fears of governmental domination 
in medical practice have disappeared. He thinks, fur- 
thermore, that other Doctors have undoubtedly shared 
his experience. He suggested that a National Health 
Council, acting in a purely advisory capacity, might 
prove useful in drafting the policies of the future. 
Such a Council should have no political affiliations 
and should be made up of the respected and trusted 
members of the profession. The medical profession 
will need help from the Government and the public 
in bettering the status of medical education, both 
under-graduate and post-graduate. Medical students 
must be selected with great care. They must be almost 
forced to keep up with the advances in medical knowl- 
edge and they must be encouraged, if necessary even 
by money payments, to engage in post-graduate study. 
He quoted as the expression of his present attitude 
the maxim of William the Silent: “It is not necessary 
for us to have hope to begin nor success to persevere.” 
L. Charles F. Ernst, 

President, Executive Committee, American Public 
Welfare Association; Director, State Department of 
Social Security, Washington. 

Mr. Ernst desires “to get started right away.” Still 
a start may raise too much unwarranted hope — our 
experience with reference to Social Security may be 
duplicated. The Social Security Act has given occa- 
sion to the pressure groups who make demands which 
could scarcely be justified. 

Mr. Ernst raised the question whether the Govern- 
ment could admit the omission of the “means test.” 
If it did so, a relief program would by such omission 
be changed into a maintenance program. How, then, 
would the omission of a “means test” affect the pres- 
ent program ? 

After all “the job of providing medical care” must 
be done in the local group. It is only there that the 
needs and the proper way of meeting them can be 
understood. Our experience with Social Security has 
taught us this, if it has taught us nothing else. Think- 
ing functionally, by itself, has no human significance 
in an area in which action is required. In the present 
problem the “means test” can be omitted for those 
who can work, but not for those who have no jobs. 


LI. Frederic A. Besley, M.D., 

President, American College of Surgeons 

The speaker called attention to the great merit of 
the American College of Surgeons through its hospital 
standardization program and through the numerous 
surveys of hospital service which, it has undertaken. 
He emphasized the fact that the American College of 
Surgeons had always had the co-operation of the 
American Medical Association. The caution and dili- 
gence with which the American College of Surgeons 
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has carried out its standardization program may be 
understood from the fact that out of almost 7,000 hos- 
pitals in the country, only 2,358 are approved by the 
College and 293 are provisionally approved. (Only 
3,575 hospitals have thus far been surveyed). All of 
this zeal is exercised in the interest of maintaining 
proper medical care. 

In the present discussion it is imperative to know 
that the product about which we are speaking, namely, 
medical care, can, in the last analysis, be supplied 
by the doctors only. 

Dr. Besley then turned briefly to the importance 
of automobile deaths and accidents. These, he said, 
need attention in the interest of conserving human 
life. He would favor Federal law, demanding that 
governors should be placed on all automobile engines, 
to control speeding. 


LII. William J. Kerr, M.D., 

Physician-in-Chief, University of California Hos- 
pital. 

Dr. Kerr welcomed the interchange of opinion 
among the conferees. He believes that public health 
is a science which has advanced sufficiently to be 
translated into a government program. Many experi- 
ments have been going on as social medicine. The 
doctors should be prepared to face the issues. 

It is important to note that when new demands 
are made on medical practice we must not forget that 
the education of a physician is a long-term process 
and that the preparation of a specialist in whatever 
field is no less a long-term process. There is consider- 
able danger in undue haste in the inauguration of 
programs for which personnel is not ready. We have 
suffered too frequently from the false education which 
has been given in many areas. The speaker emphasized 
the results of false education with reference to 
Dietetics. 


LIII. Kingsley Roberts, M.D., 

Medical Director, Bureau of Co-operative Medicine. 

The speaker selected the voluntary health associa- 
tions as the topic of his comments. These associations 
are organizations “whose members have united volun- 
tarily for the purpose of providing themselves with 
medical care and other health services on a pre-pay- 
ment basis.” The purpose of these organizations is to 
facilitate the purchase of medical care by a larger 
proportion of our population. 

Dr. Roberts recognizes the limitation of such asso- 
ciations with reference to a national program. The 
scheme is not universally applicable to the whole 
population. Nevertheless, self-supporting persons 
would profit greatly in their concern for health 
through a voluntary self-governing health association. 
One-third of the population could be thus served. 
These organizations have developed in many instances 
within other organizations, such as, trade unions, 
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farmers’ unions, co-operative associations, employees’ 
associations, etc. They begin “by engaging the services 
of one physician on a part-time basis.” Later the in- 
dividual physician may find that his whole time is re- 
quired on that and other physicians must be appointed 
to share the responsibility of the first. Gradually, 
medical specialties of various kinds are provided for 
by the appointment of duly qualified additional con- 
sultants. Hospitalization is gradually introduced and 
in the course of time the whole organizational struc- 
ture is on a full-time basis, fulfilling all the various 
needs of the members for different kinds of medical 
attention. The scheme, so it was said, personalizes 
public health measures. These voluntary groups must 
be based upon four general principles: periodic, 
pre-payment; co-ordination of medical facilities; a 
sensible health conservation program; co-operative 
democratic control. Fifty such agencies are operating 
at present. There are more agencies which are based 
upon the pre-payment plan and on Group Practice. 

The Bureau of Co-operative Medicine receives many 
requests for information from which it may be judged 
that interest in these organizations is growing. Oppo- 
sition by “reactionary medical organizations” has not 
prevented but only impeded the progress of the move- 
ment. The speaker pointed out that the phenomenal 
rise of hospital insurance arises from the fact that 
the people wish to spread their medical costs. In re- 
sponse to popular demand the various plans now in 
operation will be forced to include complete medical 
care. 

These voluntary agencies differ from industrial 
health organizations since the latter are paternalistic 
rather than democratic. If the administration of the 
industrial health organizations could be modified to 
include the worker, and thus to safeguard the interest 
of the latter and his family, they might be brought 
into line with the principles of the voluntary health 
organizations. 

The people should be encouraged to prepay their 
medical costs. Physicians, if they so desire, should 
be encouraged to join such organizations so that they 
might be better able to render medical service in its 
most efficient form. Reactionary medicine should not 
be permitted to impede development. 

If these voluntary associations have not developed 
as speedily as might have been expected, it is because 
they have been attacked, not on the basis of the in- 
competency of the physicians who are rendering medi- 
cal care to the members of the group, but because of 
the attacks in professional journals; because of 
propaganda calculated to dissipate public confidence; 
because of expulsion of physicians participating in 
these experiments from their medical societies; be- 
cause of attempts to close our hospitals to the phy- 
sicians working with such organizations. Attacks of 
this kind have taken place in Elk City, Oklahoma; 
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St. Louis, Missouri; Washington, D. C.; San Diego, 
California; Milwaukee, Wisconsin, and in other cities. 
The organization of these groups has taken place by 
reason of the desire of people not to depend upon 
charity or Government aid but upon their own self- 
help. 


LIV. Morris Fishbein, M.D., 

Editor, Journal of the American Medical Associa- 
tion. 

Dr. Fishbein expressed the opinion that a program 
planned in the light of present conditions is incon- 
ceivable as a permanent program for the conservation 
of the national health. Certainly we do not expect that 
throughout our entire future eleven million workers 
will be unemployed; that one-third of our people will 
always be poorly clad, badly housed and under- 
nourished. The first problem of the Government is to 
reduce these social conditions which we hope may be 
temporary. The basic problem of Government is not 
to insure the distribution of medical care but rather to 
remedy the social conditions which have brought about 
the discussion of the problem of medical care. The 
American people are essentially a healthful people. 
“Any attempt to place the problem in the forefront, as 
an issue before the American people, on which they 
are to solve their future, is not a fair perspective of 
the main issues before the American people today.” 

Dr. Fishbein then dwelt upon the difficulties of ob- 
taining good medical care through administrative 
channels — the incident of the need of a Negro woman 
in Chicago who was in labor and called the Cook 
County Hospital, then the police department, then the 
relief agency, and finally called a Negro physician, in 
her neighborhood, who found that the child had been 
born and died of over-exposure. “She thought she 
could depend upon governmental and other agencies 
to take care of her, and eventually she called a good 
Negro doctor and he came, but he came . . . too late.” 

The ‘public needs attention concerning the facili- 
ties already available in most of our large communi- 
ties. Despite this, it is not possible to secure complete 
utilization of those facilities, nor is it possible to 
premise medical care to all the people at all times — 
“we don’t know enough (for this) and no body else 
knows enough.” Sweden has made venereal disease a 
police problem; England has not. England has lowered 
its syphilis incidence rate to ten per cent of what it 
once was, but in both of these countries, as well as in 
Norway, Denmark and Holland, the gonorrhea in- 
cidence rate is just what it was twenty years ago. No 
one can promise us, not even Dr. Parran, that on 
the basis of our present knowledge we will eliminate 
gonorrhea among the steel-workers, nor among other 
employees. 

Last week a conference took place on infantile 
paralysis. Dr. Thomas Rivers called attention to the 
fact that we do not know the cause of infantile 
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paralysis, nor its method of transmission, nor its 
specific treatment, nor definite methods of diagnosis 
for it. In the face of this ignorance, how can we 
formulate a national program of prevention? 

The medical profession has been called to this Con- 
ference on a National Health Program. Has not the 
patient whom the conferees represent asked the doc- 
tors “to write a prescription for Radway’s Ready Re- 
lief,” or is it not true that “the patient has written 
(a prescription) and wants the medical profession to 
sign .. .” it so that the prescription may be filled? 
Such a procedure is neither scientific medicine nor 
scientific economics. 

Dr. Fishbein called attention to the need of person- 
nel. He believes that the present procedure of pre- 
paring specialists so that these properly prepared per- 
sons might be readily available in greater numbers will 
do much to insure the proper kind of medical care for 
the American people. He pointed out that in Hot 
Springs, New Mexico, there is a hospital costing two 
and one-half million dollars and accommodating ninety 
crippled children, built at Government expense, — 
nevertheless, there is not a single orthopedic surgeon 
in the state of New Mexico to take care of these chil- 
dren who need orthopedic care. This hospital imports 
an orthopedic surgeon two mornings a week from El 
Paso, Texas “on a salary larger than that paid to the 
Governor of New Mexico .. . to take care of ninety 
children in a hospital in a town of three or four hun- 
dred people . . . that is government medicine.” If we 
do need hospitals, why do we propose to spend $630,- 
000,000 on hospital construction and only $60,000,000 
on those in rural areas? “That may be good economics ; 
it is bad mathematics. . . .” The program which has 
been presented to us contains many similar problems. 
“We cannot all fly to Ireland and guide ourselves by 
a watch. That takes a genius. We do not have tha’ 
kind of genius in medicine, because medicine is a di'- 
ferent business than flying to Ireland.” 

How is this new program to be integrated into our 
American civilization? What is to happen to our in- 
surance companies already established? “What is to 
happen to the sickness plans of the Moose and the 
Eagles and the Masons and the Odd Fellows and the 
Elks, and all of those people who have put a great 
deal of money into their own institutions and into 
their own sanatoria?” What is to happen to hospitali- 
zation plans and to the non-profit voluntary hospitals 
built by the Catholics and Jews and Methodists and 
Presbyterians, and by all of the other religions? In 
their religious faith these persons make the care of the 
sick a fundamental duty of mankind. 

It is true that parts of the plan before us can be 
carried out in these hospitals for the care of the in- 
digent and the medically indigent, while control is 
maintained locally in the hands of those who have 
erected these institutions; but other parts of this plan 
will, nevertheless, affect these institutions adversely 
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Physicians in the United States have co-operated 
with the United States Public Health Service “in every 
plan for the prevention of disease that has been de- 
veloped.” At the present time the physicians are co- 
operating with Dr. Parran in his attack on pneumonia, 
on infantile paralysis and on venereal disease. The 
American Medical Association will follow its usual 
procedure with reference to this program. It will be 
submitted to the House of Delegates and the House 
of Delegates will be informed of all that has here 
transpired. The House will be encouraged to do all it 
can to meet the immediate and pressing needs of the 
people without sacrificing standards of medical care. 

Medical care is different in different parts of the 
world. Even officials in Washington travel half-way 
across the country to get the kind of medical care which 
they want. 


LV. Alphonse M. Schwitalla, S.J., 

Editor, Hospital Progress. 

The speaker called attention to certain implications 
in hospital statistics. It is true that there are approxi- 
mately 1,200 counties which do not have a registered 
hospital. Of these, however, 250 counties, approxi- 
mately, have within their limits general hospitals which 
for some technical reasons are unregistered but which 
“are capable of rendering useful service to their com- 
munities.” Hence, approximately “. . . 941 counties do 
not have within their borders acceptable general hos- 
pital facilities.” Of this number again “there are 560 
counties which . . . are adequately served by hospitals 
in adjoining territories (and) which lie entirely within 
a circle described by a thirty mile radius about exist- 
ing hospitals in neighboring counties. . . There 
are 368 counties which lie partly within and partly 
without the area served by existing hospital facilities,” 
— if a distance of thirty miles is taken as a safe dis- 
tance of service. “There remain only thirteen counties 
in the whole of the United States, no part of which is 
within thirty miles of a general hospital . . . eight of 
these counties have a population of less than five per 
square mile. . . . The population in these 13 counties 
numbers only 67,800 persons.” If we add this number 
to the number of persons who live at a distance greater 
than 30 miles from the nearest hospital, we find that, 
roughly, 1,900,000 persons are involved. This figure 
represents only 1.5 per cent of the American people. 

If one reads the percentages of the Committee and 
studies its maps and statistical tables, a suspicion may 
grow that the chief concern of the Committee was with 
the Government hospital. If we are to develop a na- 
tional program which depresses the importance of the 
private hospital, “we are depriving American life of a 
heritage that it cannot very well forego . . .” in these 
days. “Our voluntary hospitals have an important his- 
tory.” 

We must not be surprised if representatives of 
private and voluntary agencies are not impressed with 
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the statements concerning the utilization of these agen- 
cies whfich we find here and there in the report of the 
Committee. “The private institutions were promised 
that their interests would be safeguarded in the draft- 
ing of the Education Bill.”’ The Education Bill has 
been drafted and in only two small areas has provi- 
sion been made for aid to the private institutions. All 
the other benefits of the Education Bill are contem- 
plated as being in favor of public institutions. Is there 
any wonder that we are concerned about the utiliza- 
tion of private institutions in the new kealth pro- 
gram? 

With reference to other questions which the speaker 
said he wished he could discuss, he challenged certain 
assumptions; the assumption that there is need or 
feasibility of equalizing medical care in urban and 
rural communities; the assumption behind the whole 
theory of equalization of medical service with refer- 
ence to the various states, or to the classification of pa- 
tients, or to the classification of disease; the assump- 
tion that illness necessarily increases with decreasing 
income; the assumption that there is less injury to hu- 
man dignity and self respect if the patient receives 
medical care from a tax supported agency rather than 
if he receives it under the motivation of the virtue of 
Christian charity in a voluntary hospital or in a volun- 
tary agency; the assumption that the indigent is a 
ward of the state or of the Government rather than 
a ward of human society; the assumption that volun- 
tary hospitals are needlessly alarmed by the present 
program and, finally, the assumption that medical edu- 
cation is prepared today to face the problems in- 
volved in putting at the disposal of the nation a group 
of physicians who are ready to take upon themselves 
the responsibilities implied in the Committee’s recom- 
mendations, and this without endangering the quality 
of medical care. 


LVI. Joseph A. Padway, 

General Counsel, American Federation of Labor. 

Mr. Padway insisted that labor is not a commodity 
or an article of commerce. Labor is placed in the status 
of human rights, rather than of property rights. Health 
and wage compensation for the results of illness are 
also human rights; they are not commodities or ar- 
ticles of commerce. They are, therefore, entitled to the 
protection of Government no matter how much pri- 
vate agencies, medical, or otherwise, do to aid in their 
protection. 

The laboring groups want a compulsory plan which 
will afford every human being medical attention and 
wage compensation. They desire, moreover, that any 
plan which is devised be placed under the Social Se- 
curity Board. Labor is content with the record of the 
Social Security Act. Labor also recognizes the deficien- 
cies in the law, but these deficiencies can be remedied 
by proper legislation. Furthermore, voluntary plans 
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can not take the place of compulsory plans. Voluntary 
plans have been tried in ever so many fields and have 
failed in securing that coverage which is demanded in 
order that the whole people may be protected. Public 
liability insurance for automobiles is a case in point. 
Voluntary plans are expensive and the objectives of the 
present program could not be achieved through them. 

The fears of the medical profession should be dissi- 
pated if they recall that one-quarter of a century ago 
the medical profession was aroused concerning the 
medical implications of Workmen’s Compensation 
plans. Yet, today, physicians are glad “to get the busi- 
ness” arising from the operation of the compensation 
laws. It is a profitable business for the doctors. 

The speaker admitted that much of the criticism of 
the medical profession is groundless. Persons in other 
professions should remember that they too are open to 
criticism; lawyers, engineers, and particularly social 
workers. Physicians have rendered “an excellent serv- 
ice to the community,” nevertheless, physicians must 
remember that in this problem of supplying medical 
attention to the nation, there is a limit beyond which 
the physician cannot go. “Two hundred thousand phy- 
sicians, with all their good intentions and all the 
money in the world, can’t take care of the medical 
needs of the community, or of the workers, or of the 
public as a whole.” Private agencies and churches can 
do their part and will affect a small percentage of the 
whole, but Government must step in to solve the whole 
problem. 

The speaker does not sympathize with the attitude 
that the physician must take the new program “willy- 
nilly.” He must be enlisted to take his part in the great 
problem. He must not only be consulted, but must 
have a share in the administration of the plan. The 
physician should, therefore, be represented on the So- 
cial Security Board just as labor must be represented 
and the public. Just because doctors have committed 
blunders and errors is no reason for saddling this plan 
on them, whether they like it or not. On the other hand, 
physicians must not sulk, nor must they go about “with 
a chip on their shoulders”; if they do so, they will de- 
lay their own progress by many years. It is time for 
the physician to “see the handwriting on the wall.” 
Since the time has come for a change, the physician 
must be a part of it. 

Mr. Padway then insisted that wage compensation 
during illness must be a part of the whole plan. The 
chief concern of the sick laborer is the maintenance 
of his family, and without wage compensation he can- 
not do this effectively. Without wage compensation 
the worker is only too ready to go to work before he 
is medically fit to return to it. The story of the repeal 
of the Workmen’s Compensation Act, in Wisconsin, 
offers many instances to illustrate the point. As for au- 
tomobile liability insurance, it was shown by a com- 
mittee of Columbia University that a voluntary plan 
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would not meet the needs of the people and that only 
through a compulsory public liability insurance plan 
can proper remuneration be given to those who in- 
nocently suffer the results of automobile accidents. 
The argument for a compulsory plan in the present 
case is clear. Finally not only does labor desire a com- 
pulsory plan, but a compulsory plan under Federal 
control, if necessary under some plan of universal 
taxation. Such a comprehensive plan must be formu- 
lated no matter what the if’s and and’s and no matter 
what the details pertaining to church organization and 
others. If the medical profession and labor join hands 
in perfecting the plan, we will learn how to make 
this project better and better and more useful to the 
people. 


LVII. Dexter Masters, 

Editor, Consumers Union Reports, 
Union. 

Mr. Masters called attention to the patent medicine 
industry which has been developed not only by the 
consumers of patent medicines but which has also 
served the commercial interests of medicine. Physi- 
cians use these commercial interests to their own ad- 
vantage. Mr. Masters called attention to two questions 
which had not been answered by this conference: To 
Mr. Kellogg who asked “is there any dissent over the 
presentation made by the members of the committee 
concerning medical needs?” and Doctor Cabot’s, “How 
can a full free medical service be centered on a free 
and at the same time a competitive basis?” 

It is more important that at this conference the con- 
sumer groups and the labor unions should be repre- 
sented than that medical men be represented. His rea- 
son for stating this is that through this meeting the 
people as a whole have been made to realize the ex- 
tent of a medical need which exists. When the people 
have realized the need the condition will be remedied 
for people have at last learned to ask for what they 
need. There can be no denying it that the need is so 
great that it constitutes a national emergency. The 
speaker appealed to the unions, to the consumer 
groups and to the women’s organizations to go back 
to their respective agencies and to insist not only upon 
the formulation but also upon the immediate carrying 
out of the program. 


LVIII. Robert P. Fischelis, Phar.D., 

Secretary and Chief Chemist, State Board of 
Pharmacy, New Jersey. 

Doctor Fischelis discussed the place of the pharmacy 
in the health program. He discussed the number and 
distribution of pharmacists but emphasized the thought 
that only 50 per cent of those doing pharmaceutical 
work actually engaged in this occupation should 
be termed professional. Turning his attention to the 
products of the drug houses, he stated that more than 
50,000 preparations are sold to the people but only 
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1,000 of them are approved in the New and Non-Offi- 
cial Remedies. The medical profession has apparently 
not been able to deter people from buying drugs. 
The present situation in pharmacy can be under- 
stood to some extent by noting that the pharmacy 
is today in competition with the commercial drug 
trade. The defense for this situation is that the right 
to self-medication is inalienable. It may be that the 
new drug law which goes into effect a year hence will 
do much to remedy existing evils. With reference to 
participation of the pharmacist in a National Health 
Program, three great needs exist: The first, some ex- 
tensive education of the profession; the second, a 
limitation of sales of unreliable or harmful drugs and, 
thirdly, a more extensive program for the distribution 
of drugs against such diseases as venereal diseases. 


LIX. John Punnett Peters, M.D., 

Professor of Medicine, Yale University School of 
Medicine. 

Doctor Peters granted that medicine may not be 
the first concern of the public nor the most pressing 
demand of the public. Nevertheless it is a contributory 
factor “in the production of evils that we have been 
told are our concern and I believe that the medical 
profession would, therefore, consider it a privilege to 
lead in eradicating this contributing factor.” 

Unless we have granted the need for more and better 
medical care and “the self-evident one that it can be 
provided for the neediest of our population only 
through the medium of education,” the question 
whether this be done through the mechanism of con- 
tributory insurance or by direct taxation is largely a 
matter of accounting. The immediate need is that the 
costs of medical care must be distributed so that the 
neglected group may reap the benefits. 

Doctor Peters thinks that “the quality of medical 
care which physicians provide will never depend on 
the method by which they are remunerated for their 
services.” Whatever the sums that may be made avail- 
able for any phase of the program “‘it is only neces- 
sary to assure ourselves that this money is spent on 
high quality goods. Multiplication of beds, 
diagnostic apparatus and hands alone, or the simple 
exposure of patients to these facilities will do little 
to improve medical care.” 

Furthermore, it is undoubtedly important to deter- 
mine the compensation of medical personnel but what 
is even more important is to assure physicians of the 
opportunity to meet higher standards. 

“The lag between potentiality and accomplishment 
in the practice of medicine must be attributed to the 
incapacity of practitioners despite their most ardent 
wishes to keep up with science in the face of unor- 
ganized social systems.” 

Education and investigation cannot be considered 
accessories but prime necessities for the success of any 
scheme for the improvement of medical care. Each 
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of the hospitals and every new clinic or diagnostic 
center which is supplied may serve an educational 
purpose. The individual physician must not be isolated 
from contact with his fellows. The medical schools 
and other institutions of learning cannot be neglected 
in our plans. 


LX. John J. Mates, 

Field Director, Steel Workers Organizing Com- 
mittee. 

Mr. Mates devoted his attention chiefly to the dis- 
cussion of the place which the fraternal organizations 
can occupy in urging the solution of the problems 
which have here been presented. The fraternal organi- 
zations can be a power for the next step which must 
be taken. He recommends, therefore, that a study be 
undertaken of the fraternal organizations with this 
purpose in mind. Such a study might well be under- 
taken as a WPA project. He recommends, furthermore, 
that the fraternal groups be called together for an in- 
terchange of opinion about public health programs. If 
we bear in mind that there are 350,000 lodges in 
America and that most of them hold approximately 
nine meetings annually, it can be appreciated how 
great a picture for national education these fraterna! 
organizations might be once it is determined to place 
the present program before the people for their 
decision regarding it. 


LXI. Edith M. Gates, 

Head of the Health Education Staff, National Board 
of the Young Women’s Christian Association. 

Miss Gaies pleaded not only for health service but 
also for health education for the members of her or- 
ganization and for others in similar aids and social 
groups. These young !adies cannot pay in full for their 
medical service as many of them are anxious not to 
receive medical services gratis or through charity but 
to pay all they can in compensation for it. These groups 
have special needs and provision must be made for 
meeting them. The Y. W. groups have joined this con- 
ference to emphasize their desire that this program 
should be pushed to action. 


LXII. John P. Koehler, M.D., 

Professor of Public Health, Marquette University 
School of Medicine; Commissioner of Health, Mil- 
waukee, Wisconsin. 

Doctor Koehler complained concerning the distribu- 
tion of funds for health care. He began his discussion 
with the thought that large sums of money do not of 
themselves purchase health. Rather money has not 
been made available where it might best serve the 
purpose of promoting public health. Appropriations 
have sometimes been made without reference to the 
purpose for which they are to be spent. When Federal 
appropriations are made or when state funds which 
originate within the state itself are to be spent it is 
assumed that “it” goes to the state but cities do not 
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always receive their proportionate share. Public health 
officers are not all inclined to convert themselves into 
money getters by begging the state for support of 
their local programs. 

Turning to the conditions in Europe Doctor Koehler 
showed that something must be done and be done 
immediately. One of the things which he recommends 
is “to put the fear of the Lord into the medical pro- 
fession.” 


LXIII. Clifford Grulee, M.D., 

Clinical Professor of Pediatrics, Rush Medical Col- 
lege, University of Chicago. 

Doctor Grulee, who comes from Chicago, had a good 
word to say for that city. It has a low infant mor- 
tality. When human elements enter into a problem we 
must expect human ignorance. The mere fact that we 
propose to have a National Health Program will not 
mean that people will uniformly use the knowledge or 
the capacity for service which is at the disposal of the 
profession of medicine. Otherwise how can we account 
for the fact that despite our knowledge of vaccination 
we still have approximately 15,000 smallpox cases 
per year. 

In a totalitarian state there should be no small- 
pox. In such a state we should be able to reduce mor- 
tality progressively. But is this the approach? He 
stated moreover that it is his conviction that he must 
as a Pediatrician oppose the lines of thinking of the 
Conference. He does so because he insists that he 
must fight for the lives of the infants. The implication 
seems to have been that by such procedures as were 
suggested at the Conference this objective could not 
be achieved. 


LXIV. Michael M. Davis, Ph.D., 

Chairman, Committee on Research in Medical 
Economics. 

Doctor Davis looked back reminiscently to the 
discussions of the Committee on the Cost of Medical 
Care which were held in the very room in which this 
Conference met. He also looked back to the sessions 
of the Committee on Economic Security. He called 
attention to the fact that the expressions of opinion 
from the consumers of medical care were undoubtedly 
one of the most important results of this Conference. 
Undoubtedly from now on all political platforms will 
include a health clause. The whole project which was 
discussed during the Conference must now face the 
dangers of the public forum and of the political plat- 
form. Any program which cannot emerge successfully 
from the strife of public opinion has little hope of 
effective influence in American life. At the present time 
there are still some differences of opinion concerning 
individual phases of the program even among the 
friends of the program. 

Doctor Davis recognizes the position of the volun- 
tary hospitals, for example, to state that a place had 
been provided for them in the national scheme. After 
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this meeting the question must again be brought to 
the conference room; first of all to the arena of pub- 
lic opinion and then to the medical professions. Dif- 
ferences of opinion will still continue to be developed 
but as the plan secures more and more adherents 
liberals and conservatives must work together and after 
an interchange of opinion must arrive at a feasible 
conclusion. 

Doctor Davis sees in the conflict of professional 
opinion a real danger to the public. The professions 
must learn to work with the public and in turn to 
interpret their views to the public so that between 
the public and the professions there may be developed 
that mutual confidence which will enable them to work 
together. 


LXV. Alice Hamilton, M.D., 

Consultant, U. S. Department of Labor. 

Doctor Hamilton was left with two impressions: 
The impression of a very great need; and the im- 
pression of a body of people, the physicians of the 
country, who have striven hard to meet that need 
but who are now suddenly faced by an increased de- 
mand which they themselves cannot meet. What if 
some of the totals are exaggerated or wrong? In the 
aggregate a correct picture of American needs has been 
presented. 

And now that we realize these needs “we cannot 
ask the American Medical Association to build rural 
hospitals for us; we certainly cannot ask the ordinary 
practitioner to take upon himself more of the burden 
of medical charity than he has already assumed. 
In common decency we ought to take a great deal 
of it off his shoulders. We have asked him to do in- 
finitely more than we have ever thought of asking the 
lawyers to do, although perhaps the need is just as 
great in connection with the lawyers.” 

Hence it would seem that the government alone can 
supply this need. “The Federal Government is not 
an invading hostile power that knows nothing about 
the needs of this country.” For after all, what is the 
Federal Government? “It is ourselves — ourselves or- 
ganized” and hence it must be susceptible to our 
influence. 

There are dangers in the Government's dealing with 
medicine, but this is also true of the government’s 
dealing with any of the phases of life. A democratic 
government has faults and drawbacks but they are 
our own faults and drawbacks. “The Government is 
certainly as good as we deserve — sometimes I think 
it is quite a little better.” If we are going to deal with 
the great problems that have been presented we can 
do so only through our government, for that is the 
only way we have in our democracy for taking our 
part in these common problems. 

There will be losses no doubt in making a new ap- 
proach to the medical problem but has there ever 
been progress without the loss of something precious? 
When the feudal system was abolished and when 
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negro slavery was abolished we lost something pre- 
cious, something beautiful. If we had stopped to look 
at the losses we would never have made progress. 
Perhaps through the contemplated change in medical 
practice something will be lost. The speaker was con- 
vinced that the traditional relation between the family 
physician and the patient is going to survive but un- 
fortunately, so the speaker stated, in her experience 
that relationship is not as widespread as is usually 
assumed. 

In the days when the speaker was interested in 
formulating a plan for health insurance in the State 
of Illinois, she found “that the precious relationship 
between family physician and patient was confined 
to the well-to-do classes, “we did not find it among the 
poor so the loss there is not going to be so great.” 

“We cannot stay where we are now; we must go 
forward and meet this new need. I don’t think that I 
can agree with those who think the need is temporary. 
I am afraid that the change in our society has come 
about perhaps through mechanization . . . but the 
change has come to stay; things may get better, but 
they are not going to get to the point where we shall 
be able to lean back and say, ‘Private enterprise and 
private medical effort can meet the need, we don’t 
have to worry about it.’ That day is over.” 


XLVI. Myron Weiss, 

Assistant Editor, Time Magazine. 

For Mr. Weiss the present program is a sign of our 
drift towards dependency, an indication of the extent 
to which America is leaning on Uncle Sam. People 
today want someone to look after them. There are still 
a few chronic individualists left but they are becom- 
ing fewer. The employed doctor is, to be sure, an 
honorable citizen but he must give an entirely differ- 
ent type of medical care from the medical care we 
have been thinking of in the past. As long as there 
are individualists left the individual practice of medi- 
cine will proceed and we will be bound to have two 
standards of medical practice. 


LXVII. Robert L. DeNormandie, M.D., 

Instructor in Obstetrics, Harvard Medical School ; 
Member Obstetrics Advisory Committee of the Chil- 
dren’s Bureau. 

The obstetricians as a group, the speaker thought, 
would be staggered by the figures which the committee 
has presented to us. He referred to the maternal mor- 
tality and child mortality figures. He stated that he 
had served on various boards and committees in con- 
nection with the Sheppard-Towner Bill. He did not 
feel the pressure of government domination. He has 
since been in constant touch with the developments 
of the program outlined by the Committee. Miss 
Abbott of the Children’s Bureau has always consulted 
him, and has taken advice on all matters pertaining 
to medicine despite the fact that she and her co- 
workers represented the Federal Government. The 
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speaker felt sure that something must be done and 
done soon by obstetricians to meet the needs which 
have now been called to the attention of the nation. 
The women of the country will not stand for in- 
activity or delay. 


LXVIII. Joseph E. Moore, M.D., 

Professor of Syphilology, Johns Hopkins University. 

Doctor Moore discussed two particular phases of 
the problem. The training of personnel for research 
and the costs of the program. With reference to re- 
search he instanced the need of further studies for 
example regarding syphilis. This is a national problem. 
It has not as yet been integrated as it should be into 
the wide program of medical care. The appropriations 
which have been made for its control are not only 
beneficial in themselves but also serve the further 
purpose of focusing interest upon the question. 
$50,000 a year will not eradicate syphilis. Medicine, 
however, can promise improvement for such an ex- 
penditure. Research on these diseases will demand 
much more than has thus far been appropriated. 

Doctor Moore is not opposed to appropriations for 
specific purposes. 

With reference to the costs of the program, the 
proper spending of these sums of money should be a 
challenge to democracy. By reason of our two party 
system there are two grades of patronage. Patronage 
for the “loyal” and patronage of the “Pork Barrell” 
variety. It must be admitted that we must face these 
traditional abuses that have found their way into our 
American system of government but surely if we have 
to choose between a national health program and with 
it these abuses we are not going to permit the abuses 
to stand in the way of the whole program. If we must 
spend money, as apparently we must to follow the 
present trend in the nation’s economics, it is surely 
better to spend the money on national health than to 
spend it on such projects as for example the counting 
of trees in Cleveland. By reason of the complexity of 
the problem it is easily apparent that medicine alone 
cannot solve the problems we are here suggesting. 


LXIX. Edwin E. Witte, Ph.D., 

Professor of Economics, University of Wisconsin. 

Mr. Witte restricted his remarks to the one question 
of how the enthusiastic support which has been mani- 
fested in this conference can be translated into legis- 
lation. While choosing for the special point of his 
comment the question of health insurance and the 
problem of general medical care, nevertheless, what 
he had to say about these two is applicable to the 
whole program. 

Health insurance is “the most widely prevalent form 
of social insurance in the world outside of the United 
States.” It has received attention even here for a num- 
ber of years and has been endorsed by committees and 
commissions by legislative committees and other 
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groups and yet there is not a single American state 
that has a health insurance act. 

At present there appears to be considerable interest 
in health insurance. Both the farmer and the labor 
groups; civic organizations and medical groups have 
addressed Mr. Witte’s office to endorse at least in 
principle health insurance legislation. Even this in- 
terest does not mean that we shall have effective legis- 
lation. Although as Doctor Witte stated, many com- 
mittees and boards, both governmental and private, 
have studied this problem, somehow the moment the 
subject is broached it meets with some form of oppo- 
sition. Such opposition should also be expected to the 
present legislative proposals. Both Doctor Dublin and 
Mr. Taussig have emphasized the justifiabjlity of pro- 
gressing along our path but despite this we shall hear 
objections centering upon such thoughts as the regi- 
mentation of the medical profession, the political con- 
trol of medicine and the dangers of socialized medicine, 
the undemocratic and the un-American attitude in- 
volved in the program, etc. 

Moreover, there will probably also be a division of 
opinion among the supporters of the program regard- 
ing details. There will be still others who will want 
the various principles of the present program still 
farther extended. 

It is imperative, therefore, that all supporters of 
the legislation present a united front. This united 
front can be achieved by leaving to technical com- 
mittees and boards the task of defining not only the 
sequence of the sections of the legislation which should 
be devised but also the details themselves. The speaker 
favors the consultation by the technical committees 
and boards of experts in the various fields which are 
affected by the legislative proposals. These com- 
mittees should by all means consult with the Ameri- 
can Medical Association. Even then “it will not be 
humanly possible for the committees to reconcile all 
of the diverse ideas that have been presented here and 
many that have not been presented.” “We must be 
willing to forget differences as to details and even be 
willing to compromise upon some of the things we 
regard as fundamental. Furthermore, our legislation 
should be adapted to American conditions. We need 
not model ourselves too closely upon European pre- 
cedents. In America, for example, disability compen- 
sation, according to Mr. Greene should be combined 
in its administration with workmen’s compensation 
and with Federal aid. This suggestion of Mr. Greene’s 
which is undoubtedly his own and very valuable, may 
have its difficulties and may present problems but the 
suggestion is worthy of the utmost study. The speaker 
expressed himself as being impressed with the wide 
latitude which the recommendations of the committee 
leave to the states to qualify for Federal aid. Health 
insurance is undoubtedly the method of choice for 
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insuring better medical care for ihe mass of wage 
earners and their families. it seems more difficult of 
application to the self-employed people in our popula- 
tion. For this reason it seems sound that according 
to the committee’s recommendations federal aid 
should be available for compulsory health insurance 
as well as for the instance of public medical service. 

Finally, we must have state as weil as federal legis- 
lation. Nevertheless, the enure problem has to be dealt 
with by the Federal Goveinment. “The great progress 
which has been made in recent years under the leader- 
ship of a progressive and national administration 
na.urally suggests that we would be ahead if we had 
a completely centralized form of government, but we 
still have a Federal system and there is little prospect 
that the states will soon disappear from the picture. 
Apparently it is not easier to get Congress to act 
favorably upon such acts as the one here contemplated 
than to get the State legislature to do so. In the field 
of public health particularly local governments seem 
certain to remain in the picture since they control 
most of the hospitals other than the voluntary hos- 
pitals, and have an existing public health organization. 

For all of these reasons it is important to give 
attention to the state legislature. It is unfortunate 
that we do not have any state which has had experi- 
ence with compulsory health insurance; otherwise the 
present program would be much easier of realiza- 
tion. Which state will be the first to adopt such a 
law? I am hopeful that it may be Wisconsin. First of 
all, because in that state the labor and agriculture 
groups and the union organizations are interested in 
the movement; and also because the Wisconsin State 
Medical Association is studying the problem with a 
view of developing a program. The Wisconsin study 
by the Medical Society is being undertaken “not to 
find excuses for doing nothing . . . but to work out 
a plan for the better medical care of the people.” 
Perhaps New York will be the first state. Its legis- 
lature has already created an ad interim committee 
to study the subject. Perhaps also one of the Pacific 
coast states will undertake the experiment. It would 
be particularly valuable in a state in which voluntary 
health insurance has progressed farthest. Finally, we 
may continue to discuss the problem but surely “let 
us present a united front for action.” 


Wednesday Afternoon, July 20 

LXX. Fulton Oursler, 

Editor-In-Chief, Liberty Magazine 

Mr. Oursler commented in general terms on the 
various talks which had been made but emphasized 
the thought that that which was not said was equally 
important with all that was said. 

The program gives its appeal not only to those who 
are medically indigent. It holds out hope to medicine. 
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All dreams will come true, now that the spark has 
been kindled without opposition. Some obstacles have 
not been mentioned. These too must be fully and 
openly stated and faced just as courageously as those 
that have been already discussed. The financial phase 
of the program reminded the speaker of the occasion 
when he had offered a woman writer $500 for her first 
story. The answer was, “Five hundred dollars, you 
offer me for my soul? My God! I'll take it.” 

One of the outstanding problems that have not been 
adequately discussed is health education. “Why so 
much talk about disease?” There must have emerged 
from this Conference an organization or agency that 
will work for health education. The problem in this 
field is to make the subject matter interesting to the 
people. The doctors must be taught to dramatize 
Health Education. Mr. Oursler, also, called attention 
to the fact that public opinion is “tricky.” There may 
be by-products of the propaganda to popularize this 
movement. He reminded the audience of Upton Sin- 
clair who started out to better the conditions of the 
worker and succeeded in getting better food laws. 


LXXI. Charles W. Eliott, 

Second Secretary, National Resources Board. 

Mr. Eliott discussed the various phases in which 
the National Resources Board could make itself use- 
ful in furthering the interest of this project. (1) This 
Committee might get from the National Resources 
Board the facts and data upon which policies should 
be prepared : the problems of the changing population; 
consumers income and the community purchasing 
power; the economic status of families; the Public 
Works plans ; construction costs; the control of stream 
pollution; timing of activities’ sequence; relations of 
the medical government to research. Such data, and 
data of similar and related problems, are available 
in the files of the National Resources Board and would 
undoubtedly prove invaluable when the present plan 
is inaugurated. (2) The Conference could avail itself 
of the planning function of the Board, chiefly for de- 
fining inter-relationship and social synthesis. (3) The 
Board may assist also in safe-guarding a proper 
equilibrium between the central and decentral phases 
of the health program. Inter-relationship does not 
necessarily mean centralization of control. 

Sooner or later the Conference will have to work 
with forty-eight state planning boards as clearing 
houses of information and program building. As Mr. 
Roosevelt has said on more than one occasion, “Build 
from the ground up, not from Washington down.” 
(4) The Board could assist the Conference in its inter- 
pretative work. Specialists in the field of economics 
and medicine and related fields will undoubtedly be 
selected to present the facts and data to the popula- 
tion. The specialists and the people must be educated. 
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LXXII. George Baehr, M.D., 

Chairman, Committee on Public Health Relations, 
New York Academy of Medicine. 

Dr. Baehr claims to be an average physician. He 
feels that the profession has left a wrong impression. 
The average physician, Dr. Baehr said, agrees with 
the Conference that medical care is not adequate but 
only a doctor sees these things from within. What- 
ever is done by the Conference, the Conference must 
be sure that it is making progress. This is what the 
doctor hopes to achieve. In New York City private 
enterprise has developed leadership in medical care 
and hospital service satisfactory to the New York con- 
ditions. 

Responsibility for the inadequacy of medical care is 
to be laid at the door of the government. The tuber- 
culosis program has been so successful largely because 
the program represents co-operation on a medical plane 
between medicine and the government. 

In New York, there are not enough beds by about 
one-half and more beds can hardly be purchased ex- 
cept through Federal assistance. There are long wait- 
ing lists of patients, of people who expect to enter 
tuberculosis institutions. There is a lack of health of- 
ficers and the majority of them are usually political 
appointees. There are given areas in which the gov- 
ernment can become active and in which the influence 
of the medical profession is not necessarily limited. 
Legislation would be of enormous assistance to the 
medical profession in making its fight. Such areas are, 
for example, the drug addicts and deaths from pri- 
vate accidents. “Medicine is willing to work but it must 
have the instruments with which to work.” 


LXXIII. David H. McAlpin Pyle, 

President, United Hospital Fund; Trustee, Post- 
Graduate Hospital, New York City; Director, Asso- 
ciated Hospital Service, New York City. 

Mr. Pyle called attention to the fact that any one 
phase of this program is necessarily interrelated with 
many other phases. The United Hospital Fund of 
New York started out to survey hospitals but soon 
they found themselves forced to undertake a survey of 
the professional care of the city. It started to study 
New York City and soon ended with a study of the 
metropolitan area. It started out to survey financial 
phases of the medical care and soon found itself im- 
mersed in many other phases, a budget planning study 
being most immediately pressing. 

The New York Hospital Fund is continuing its 
home care study with the purpose of defining better its 
services. This involves the study of both private and 
public agencies, the services given and the services of 
the consuming groups. Co-operation between all of 
the people has been found to be the answer for New 
York City. 
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LXXIV. Neville Miller, 

President, National Association of Broadcasters. 

Radio can help greatly in the presentation of the 
project by arousing the thought in the imagination of 
our people. The people must be aided and their courage 
must be inspired. Radio can assist in doing all this and 
Mr. Miller pledged support of the program. Through 
the seven hundred radio stations of the country which 
reach twenty-seven million homes (exclusive of auto 
radios) much can be achieved. One-half of all broad- 
casting time is given over to public use. We all know 
that education by radio is different than classroom 
education. Radio will not be unmindful of the magni- 
tude of the work which it undertakes when it supports 
this project. Since so much will depend upon the 
arousal of interest, Mr. Miller favors a decentraliza- 
tion of activities of radio in the present field. 


LXXV. C. E. A. Winslow, D.P.H., 

Professor of Public Health, Yale University, School 
of Medicine. 

Dr. Winslow feels that his dreams have come true 
in this Conference. He will not agree completely with 
Dr. Grulee that the project “is a premature infant” 
but whether it is or not it needs nutrition. The vita- 
mins, C.I.0. and A.F.(of)L. and other vitamins are 
needed to invigorate it. 

Dr. Winslow called attention to the expansion of 
the present program. One-half of President Roosevelt’s 
Cabinet is represented among those who made the 
recommendations. He, himself, vouches for two mem- 
bers on the Technical Committee who were colleagues 
of his own. The program is rounded out, complete and 
integrated. It has in its favor the overwhelming pre- 
ponderance of opinion. 

Dr. Winslow called attention to the ambiguities and 
inaccuracies of the American Medical Association’s 
statistics. As for the fear of “Federalization,” surely 
the Federal government is not a “foreign body” which 
we might be afraid to inject into the practice of medi- 
cine. He sees no special virtue in a voluntary agency 
as distinct from or more significant than a govern- 
ment agency, State or Federal. 

Dr. Winslow then called attention to some of the 
committees of professional speakers. If Mr. Weiss 
wants his own doctor, Dr. Winslow wants all Ameri- 
cans to have their own doctors. He subscribes most 
heartily to Mr. Taussig’s statement, “democracy is 
a sword but also a shield.” He rejoices with the sup- 
port given to the program for labor by the representa- 
tives of the C.I.0. and of the A.F.L. He bewails any 
interpretation that the Conference assaults all present 
conditions, in no way an attitude of individuals, As 
a matter of fact the program gives a distinct appeal 
to the medical profession. The program means that 
millions of Americans have come to meet, to seek 
medical help. Will the plea of these millions go un- 
answered ? 

Finally he commented upon the principle of freedom 
of the choice of physicians. The right to the free choice 
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of a physician implies a right, so Dr. Winslow stated, 
of a group of patients to choose a physician or a group 
of physicians. 


LXXVI. Frank Graham, 

President, University of North Carolina. 

President Graham expressed his satisfaction over 
the fact that those assembled at the Conference, the 
agricultural groups, the labor groups, the various pro- 
fessional groups, etc., represented the people of 
America. From these groups physicians were asked 
to understand that the recommendations of the Com- 
mittee mean that we need not less private care but 
more, not fewer private agencies but more. Neverthe- 
less where the private agencies leave off their activities, 
there the government will begin. The presence of repre- 
sentatives of Labor, both of C.I.0. and A.F. of L. 
groups, can mean only one thing and that is that there 
is human suffering that is not being cared for. To em- 
phasize the contrast between self-satisfaction and the 
need for reform we need only to recall the two invita- 
tions which the members of the Conference have 
received to visit Chicago, one from the American Medi- 
cal Association to visit its working office; the other, 
from a worker to visit the struck-hard homes and the 
steel workers’ slums. 

The greatest man in medical science in America, the 
greatest names, take this program as an effort towards 
the achievement of ideals. “We need an ideological 
and an emotional disarmament.” 

The test of all is, what is the intelligent way in 
which to do the thing that needs to be done? The 
answer is just as simple. If we need public enterprises, 
let us have public enterprises. 

If we need private enterprises, let us have private 
enterprises. “We can not be doctrinnaries.” At one 
time in history the Army was a private enterprise. It 
belonged to the feudal lord. The Navy was at one 
time private; the Panama Canal was private. The 
Government takes over such enterprises when chang- 
ing social conditions develop a change of control. It 
does not necessarily follow that when this program 
becomes effective, private enterprise is to be wiped 
out. Education was the one thing entirely private. 
Today the whole trend is toward centralization. Why 
should this program lag behind such things? 

The “rebel group” of the American Medical Asso- 
ciation today stands back of the movement and they 
are pushing forward. Other members of the American 
Medical Association will follow as time goes on. 

The need is overwhelming, its magnitude is such 
that to render it we shall require all the patterns of 
medical care. 


LXXVII. Miss Josephine Roche, Chairman, 
The Interdepartmental Committee to co-ordinate 
Health and Welfare Activities. 
Two ends have been served by the Conference. A 
better understanding of the field of health and an 
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approval of the formulated policies which will help 
health agencies to guide themselves. 

Miss Roche expressed her gratification over the fact 
that the existence of needs as expounded by the Com- 
mittee has remained unchallenged. Secondly, the 
recommendations of the Committee in the face of all 
the discussion that has taken place remain valid. As 
other recommendations will be read before us the 
Committee will look forward to a plan of action. 

Miss Roche again stated that she is remaining 
faithful to the pledge orginally given to the Confer- 
ence that your indorsement of the whole program 
would be asked. Miss Roche believed that there was 
substantial agreement on the fundamentals of the 
program: that a National Health Program must be 
developed ; that the quality and character of medical 
care must be safeguarded; that full account must be 
taken of regional differences in planning future action; 
that opportunities must be afforded to all the people 
to express their needs. 

Differences of opinion have developed about the 
phases of allotments and the manner of making them 
and other details but after all these are only details. 
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How soon the program can be put into action is to be 
decided by Congress and by the State Legislatures. 
She requested the delegates to bring before their re- 
spective associations the proceedings of the conference. 
She expressed the hope that the medical associa- 
tion would co-operate since no obstacle had been dis- 
covered which could not be overcome by an attitude 
of co-operation. 

Miss Roche then instanced the effectiveness of co- 
operative attitudes by citing her own experience in 
dealing with the miners of Colorado. She showed how 
much inspiration there was for the miner in the 
thought that they were “seeking a new era in mining” ; 
how courageous they were in facing their problems 
“knowing full well the magnitude of the problems con- 
fronting them” and how much courage was engendered 
by the hope of the miners “in the aid of science.” Miss 
Roche chose, as a parting thought, one that had been 
expressed by Dr. Parran, “the time has come to put 
medicine to work.” She concluded by expressing her 
gratification and appreciation to the members of the 
conference, to the groups that were represented by the 
conferees and to the people of America. 
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California 

Commencement Week at St. Vincent’s. With years of 
tradition and custom to uphold, St. Vincent’s Hospital School 
of Nursing, Los Angeles, announced its thirty-seventh an- 
nual commencement. On the opening day of commencement 
week, the seniors relieved their probationery period and were 
treated as such by the student body. The senior tea was held 
on the roof garden of the hospital and mothers, friends, and 
alumnae were guests; La Marillac, the 1938 edition of the 
yearbook of the school made its first appearance at the 
tea. At simple ceremonies in the evening, the senior office 
with ensuing responsibilities were transferred to the juniors. 

On graduation day, all classes attended a high Mass cele- 
brated for the graduates in the Chapel of the Miraculous 
Medal; the alumnae choir sang. The junior class members 
were hostesses at a breakfast, which followed, and the Sisters 
were hostesses at a noon dinner. The graduation exercises 
were conducted in the hospital chapel at 3 p.m.; 22 young 
ladies received diplomas. Right Rev. Msgr. J. Cawley, P.A., 
V.G., officiated and addressed the graduates and Rev. 
Stephan Depta, C.M., chaplain, presented the nurses. An 
informal reception for friends and relatives followed. Add- 
ing importance to the day was the celebration of the thirty- 
fourth anniversary of Sister Mary Ann as superintendent 
of St. Vincent’s. The alumnae association presented her with 
flowers and a spiritual bouquet. 

At the alumnae banquet, served on the roof graden, the 
Efficiency Pin, symbol of the all-around best nurse, was pre- 
sented to Miss Carol Johnson. Guests of honor in attendance 
were Mits Josephine Tracey, long associated with the hospital, 
Miss Gertrude O’Rourke, house mother, Mrs. Elizabeth Fitz- 











simmons who had the honor of graduating from St. Vincent’s 
in 1905 and this year enjoyed congratulating her daughter as 
president of the 1938 class, Miss Mary Bruce, superintendent 
of Children’s Hospital, Miss Mary Stanton of the Council 
of Social Agencies, and her sister, Miss Katherine Stanton, 
social worker of Los Angeles Orphanage. The activities of 
the week were climaxed by a junior-senior picnic held at 
Doheny Ranch, Beverly Hills. 


Illinois 

St. Mary’s News. Graduation exercises at St. Mary’s Hos- 
pital School of Nursing, Quincy, were held on a Sunday after- 
noon in the hospital chapel. Twelve young women made the 
Florence Nightingale pledge and received their diplomas. The 
commencement address was given by Rev. John Koebele, 
O.F.M., M.S., president of Quincy College, and the presenta- 
tion of diplomas was made by Msgr. Thomas Cusack. 

At the first meeting to organize the St. Mary’s Hospital 
Guild, 120 local women met in the clinic room of the hos- 
pital and made the initial steps. A governing board of seven 
was empowered to name a nominating committee to select 
officers and to choose the date for the anual meeting of the 
guild; Mother M. Tabitha, R.N., superintendent of the hos- 
pital, will also serve on this board. By-laws as drawn up by the 
board were read at the meeting and indicate the purpose 
of the guild shall be to render any assistance to the hospital 
which may lie within its powers. They also state this purpose 
may be carried out through general contact with the public 
by such activities within the hospital as may meet with the 
approval of the directors of the hospital and by raising funds 
by any means having the approval of the governing board. 


(Continued on page 16A) 
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UTUGRAPHS 


INSTITUTIONS NOT HAVING 
ORGANIZED PHOTOGRAPHIC 
FACILITIES Consider how photog- 
raphy can contribute to every 
phase of hospital activity: Case 
histories...staff conferences... 
teaching ...addresses to profession 
and laity ... scientific exhibits... 
records of personnel, growth, and 
expansion. Photographs for these 
purposes are easily made... they 
speak a universal language, clearly 
presenting actual conditions when 
even hundreds of words might be 
inconclusive. And medicolegally, 
properly-made photographs are 
specific, and readily under- 

standable evidence. 








The coupon at the right 
ix provided for your con- 
renience in securing a 
copy of “Photography 
in Medicine.” Fill in 
and mail it today. 
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INSTITUTIONS WITH PHOTO- 
GRAPHIC FACILITIES You are 
aware of the importance of a pho- 
tographic department. To achieve 
the maximum benefit from _ it, 
however, the equipment must be 
kept up-to-date. Modernization of 
your department can be accom- 
plished at very little cost which 
soon will be more than justified 
by increased efficiency. 











When compared with the tremendous value 
of a photographic service, the cost is trivial. 
The profusely illustrated booklet, Photog- 
raphyin Medicine, tells the scope of medical 
photography and describes efficient equip- 
ment. Every hospital should have a copy. 


wn 
- 


...MAKE HOSPITAL 
RECORDS COMPLETE 








How inadequate words alone would be to 
describe the progressive changes which these 
three simple pictures show xo vividly. They 
are visible evidence—readily understandable, 


easily and economically obtained. 








EASTMAN KODAK COMPANY. Medical Division 
347 State Street. Rochester. N. Y. 


Please send me a free copy of the booklet, **Photography in Medicine.” 





Name 





Institution 





No. and Street 





City and State 
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and NOW we 
STERILIZE 
THE AIRS 





ae Instruments, Gowns, Gloves, Dress- 
ings—all essential to modern standards 


of asepsis, but—how about the air. 


STERILAMP 
ULTRA-VIOLET-RAY AIR STERILIZER 


Has definitely proven its effectiveness in kill- 
ing air borne bacteria before they reach the 
operative incision. Years of research and de- 
velopmental work have evolved this effective 
convenient equipment. 


Sterilamp creates a screen of highly bactericidal 
rays through which organisms must pass to 
reach the operative site. Give your patients 
that extra measure of protection that Sterilamp 
affords. Write for full information. 





OCHER'S 


FINE SURGICAL EQUIPMENT 
29-31 W. Sixth Street Cincinnati, Ohio 
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(Continued from page 292) 
Three different kinds of memberships are offered: regular 
(those who wish to be active in the guild), sustaining (those 
who wish to be identified with the guild and not take an 
active part), and life (offered to all). 

Miss Mary Anderson, superintendent of nurses, was present 
and addressed the group, suggesting the many services the 
guild may offer the hospital. She stressed service rather than 
material aid and interpreted the relationship of a hospital to 
the community. She informed the group that the charity 
work done by St. Mary’s Hospital during 1937 amounted to 
$47,000. 

St. Mary’s Hospital has become affiliated with the Central 
Illinois Hospital Service Association, which is one of 40 
throughout the country approved by the American Hospital 
Association to make hospital care available to the public on 
a budget, low-cost basis. The payment per person each month 
is 75 cents; the spouse of a subscriber may be included for 
an additional 75 cents a month; and for 50 cents more, 
or a total of $2.00, an entire family including children 
under the age of 19 years are protected. In return for 
this payment, those enrolled are entitled to 21 days’ hos- 
pital care during the first year and 24 days each year there- 
after. In the hospital they are entitled to semi-private room 
accommodations or a credit of $3.50 a day toward the pay- 
ment of a private room. In addition to this, the association 
takes care of the cost of the operating room, the ordinary 
drugs and dressings, and the usual laboratory examinations. 
Maternity care is also included after the woman is enrolled 
one year. The patient selects his own doctor who is the sole 
judge when hospitalization is necessary, and pays him his 
fee. Care under the workmen’s compensation act, X-rays, and 
treatments are not included. There is no exclusion for any 
type of illness. 

A person is free to utilize any of the participating hos- 
pitals. In case hospitalization is necessary elsewhere, a credit 
of $5.00 a day is granted toward the hospital bill. Blessing 
Hospital in Quincy has also become affiliated with the Cen- 
tral Illinois Hospital Service Association. 


Indiana 

Sorority Makes Generous Donation. The Elwood Beta 
Chapter of the Delta Theta Tau Sorority recently donated 
a short-wave diathermy machine to Mercy Hospital, El- 
wood. The Sisters of St. Joseph, who operate the hospital, 
expressed their appreciation to the well-known sorority for 
the fine gift. “We have been considering the purchase of 
a diathermy machine for some time, but have not had suffi- 
cient funds. The gift is most appropriate.” 

The Elwood unit is the second oldest chapter of the 
Delta Theta Tau Sorority in the United States. It has been 
very active in philanthropic and social circles since its or- 
ganization 33 years ago. The sorority furnishes glasses for 
deserving school children, distributes Christmas baskets to 
indigent families and participates in other charitable work 
each year. A few weeks ago sorority officials spoke to the 
doctors and hospital authorities regarding a gift. They rec- 
ommended the short-wave diathermy machine and the so- 
rority made immediate plans for its purchase. 


(Continued on page 18A) 
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Nursing Texts for Fall Classes 





Kimber, Gray, Stackpole .. . 
A Textbook of 


ANATOMY AND PHYSIOLOGY 


10th Edition 


Members of the nursing profession will be glad to know that this great standard work is now ready, 
in its tenth edition, revised, enlarged, and including many new illustrations. The primary purpose of 
this work has been and still is to describe in as simple a manner as possible the phenomena of life and 
the principal conclusions which have been reached as to their interdependence and cause. In this new 
edition material has been added, deleted and rearranged both as to general topics and the details of 
subject-matter. The sections dealing with the physiology of muscular activity, vitamins, endocrine 
secretions, the neurohumoral theory of nervous activity, the visceral nérvous system and the structure 
and functions of the kidney have been rewritten. The sections dealing with physiology are more 


— on 


numerous, more extended and more readily accessible than heretofore. 


Bancroft, Pierce, Cutler . . . 


PEDIATRIC NURSING 
3rd Edition 


In terms of present-day needs, the authors clarify, in this 
new edition, the position and functions of the nurse -in 
the care of children. The physical, motor, mental, emo- 
tional and social phases of development have here been 
enlarged upon, and more closely related, to portray the 
child as a growing, developing individual. The section 
on the care of the child, including the principles of nutri- 
tion, has been enlarged and developed to make it more 
useful as a guide in the care of the well child and as a 
basic for hygienic care in the sick. Certain chapters of 
the section on Diseases of Infancy and Childhood have 
heen rewritten and the content has been revised, enlarged 
and enriched in the light of recent advances in medicine, 
and with a clearer understanding of the information 
needed by the nurse in practice. 

Ready Early September. Probably $3.00 





St. George... 


A TEXTBOOK OF PATHOLOGY 


For Use in Schools of Nursing 
2nd Edition 


In the revision of this book an attempt has been made to 
record the latest scientific medical accomplishments in 
brief and terse statements, so that the reader may receive 
a general background not only of the science of pathology 
but of disease as a whole. A comprehensive view of the 
major pathologic processes is presented for the nurse in 
simple form, in order to help her understand the principal 
causes of disease, the nature of some of the commoner 
disease processes, and the importance of the various diag- 
nostic measures, particularly in their relationship to 
nursing. Anyone who is of the opinion that pathology is 
not a living subject need but glance at the previous edition 
of this work to ascertain what tremendous changes medi- 
cine has undergone in the last few years. 

Published August 30. Probably $1.75 





Published August 30. Probable Price $3.00 


Proudfit ... 


NUTRITION & DIET THERAPY 
7th Edition 


In this new edition the material has been completely 
revised and brought up to date. The entire text has been 
reorganized to follow the new Curriculum of the National 
League of Nursing Education, unit by unit, to make the 
courses in Nutrition and Diet Therapy fit into the ac- 
cepted scheme of nursing education. Illustrations have 
been added and the lessons have been made as definite and 
graphic as possible. The author has tried to show the 
close relationship of good nutrition to good health and to 
impress the student with the importance of maintaining 
a high level for her own health standards. A course of 
reading has been suggested which should keep the student 
abreast of the nutrition work being carried on as a part 
of a program for the peace and happiness of people 
throughout the world. 

Publication Early September. Probably $3.00 





Frederick-Northam .. . 


A TEXTBOOK OF NURSING PRACTICE 
2nd Edition 


This is the new, revised and enlarged edition of Hester 
K. Frederick's previous work, “A Textbook of Nursing 
Technique,” and was prepared by Miss Frederick in col- 
laboration with Ethel Northam. Both authors are asso- 
ciated with the Johns Hopkins Hospital School of Nursing. 
The original work has here been enlarged, many new 
treatments added and more complete explanations incor- 
porated. While the text deals with the general nursing 
care of patients, many procedures are used in both general 
and specialized branches of nursing. For this reason, even 
though pediatric nursing is a highly specialized subject, 
the authors have included the nursing care of children 
as an adaptation of the nursing care of adults. In this 
form the book should be more useful, not only to teachers 
and students of the Nursing Arts, but to graduates en- 
gaged in private duty and other branches of nursing. 

Published. $3.00 








THE MACMILLAN COMPANY, Publishers 


60 Fifth Avenue 


Boston Chicago 


New York, N. Y. 


San Francisco Dallas Atlanta 
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Room Treatment in the HILL-ROM Manner 





THE HILL-ROM COMPAN 


Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 





RESENTING a NEW, modern 

suite (No. 402), in maple in two 
tones, recently designed to meet the 
demand for private room furniture 
which, while meeting the most criti- 
cal demands for practicality and dur- 
ability, will give a home-like quality 
of beauty and comfort at a moderate 
price that will fit in any hospital 
budget. This is only one of a great 
variety of complete suites and sep- 
arate pieces in many different de- 
signs and wood finishes, at various 
prices to fit every purse. 


HILL-ROM makes wooden and 
wood-finished furniture for hospitals 
and institutions exclusively. Natu- 
rally they are authorities in this line, 
and if you would combine beauty 
with utility in your furnishings — 
(almost a necessity for hospitals 
nowadays) — the easiest way to start 
is to invite consultation with HILL- 
ROM furnishing and decorating ex- 
perts. That will cost you nothing 
and place you under no obligation. 
No matter how small your problem, 
please do not hesitate to write us. 


BATESVILLE 
INDIANA 


fa 


(Ge) 





(Continued from page 16A) 
Iowa 

Garden Party Proceeds. A check for $2,572.82 was pre- 
sented to Sister Mary Edmunda, superior of St. Joseph’s 
Mercy Hospital, Dubuque, which represented the net total 
of the garden party proceeds. The funds will be used for 
the purchase of a new fracture bed, replacement of obsolete 
kitchen equipment, a new sterilizer, and needed equipment in 
the operating rooms. The party was held on July 13 under 
the auspices of the nine Catholic parishes of the city and 
the graduate nurses of the hospital. 


Kentucky 

New Hospital Wing Blessed. Most Rev. John A. Floersh, 
archbishop of Louisville, has blessed the new wing of SS. 
Mary and Elizabeth Hospital, Louisville. The steel-con- 
structed building is 52 feet by 186 feet, and is joined to the 
old building on the north. The first floor houses a completely 
new obstetrical department with 21 individual rooms; on the 
second and third floors are additional standard bedrooms, 
while on the fourth floor are two operating rooms with ad- 
joining facilities. 

Louisiana 

Federal Leprosarium Altar Consecrated. Most Rev. Eugene 
McGuinness, bishop of Raleigh, N. C., consecrated the new 
marble altar in the chapel of United States Marine Hos- 
pital, No. 66, Carville. Rev. Joseph F. Rummel, archbishop 
of New Orleans, preached the sermon. The altar was donated 
by Mr. Harry J. Phelan, K.S.G., and Mrs. Phelan of Beau- 
mont, Tex. This federal leprosarium is under the care of the 
Order of the Daughters of Charity of St. Vincent de Paul. 

Sisters to Supervise New State Hospital. The Daughters 


of Charity of St.. Vincent de Paul will supervise the new 
Lafayette Charity Hospital in Layfayette, a state institu- 
tion now being constructed. The Sisters will be in charge 
of the nursing, out-patient, social-service, domestic, and 
dietary departments under Dr. ©. P. Daly, the superintend- 
ent. They will arrive about the middle of August. Owing to 
the heavy demands made upon the Sisters by the many in- 
stitutions they are now serving, not more than six Sisters 
will be in the first group. 

A $75,000 building to house the Sisters and staff of 
nurses is being planned. In the Sisters’ section of the build- 
ing, there will be a chapel, community room, living quarters, 
an infirmary, culinary department, and laundry; the nurses’ 
section will provide living quarters for the 52 nurses to be 
on the staff and a reception room. 

New Food-Serving System Installed. Sister Mary Fred- 
ericka of St. Louis, Mo., has installed her newly designed 
food-serving system in Hotel Dieu Sisters’ Hospital, New 
Orleans. By combining various units of the hospital’s large 
kitchen into two central systems, the food is always main- 
tained at the proper temperature, whether steaming hot 
or icy cold. From her own plans, Sister Fredericka had built 
two steam tables, one for the special diet kitchen and one 
for the general kitchen. The larger general table contains 
certain features usually separated from the ordinary table. 
It includes racks for heating dishes, an egg-boiling apparatus, 
a toasting machine, and a coffee urn operated from the cen- 
tral steam source. Her specially constructed hot and cold 
carts reduce the time that was formely used in moving the 
trays from the kitchen to the hospital wards. 

The carts have a capacity of 16 hot trays and four cold; 


(Continued on page 20A) 
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Sealex Linoleum... 


ees: 


F eS 
2) 








Tis modern floor gives years of heaviest- 
duty service without patient disturbance. Twenty 
years of actual use have established Sealex Linoleum 


as the most economical hospital floor! 

And look at its other advantages! A perfectly 
smooth, sanitary surface with no cracks to harbor 
dirt or germs. Easy to keep spotlessly clean! Quiet 








and resilient underfoot, Sealex Floors are appreciated 
by patients and hospital staff alike. And there’s an 
appropriate Sealex Linoleum pattern for every 
hospital interior. 

Installed by authorized contractors, Sealex 
Linoleum is backed by a guaranty bond. Write: 
CONGOLEUM-NAIRN INC., KEARNY, N. J. 


SEALEX LINOLEUM 


TRADEMARK REGISTERED 
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Snowhite 
available in all popular lengths and 
in many combinations of beautiful 
colors. Storm collar as pictured 
above, or military collar as pictured 
at right, are optional on all styles. 


Full-Fold Capes are 


for years. 


market’s choicest woolens! 


tiously adhered to! 


free to hospital executives. 


¢ 











They Stay Beautiful! 


Beautiful when new, Snowhite Full-Fold 
Capes retain their beautiful appearance 


The reason? Masterly tailoring of the 


A simple 


formula — but consistently and conscien- 


Write for information and swatches of 
your preferred colors. Sample capes sent 


i Garment Mfg. Co. 


2880 North 30th Street - Milwaukee, Wisconsin 
A Lember, Hospital Exhibitor's Association 


TAILORED UNIFORMS 
and HOSPITAL APPAREL 
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(Continued from page 18A) 
they are electrically heated befure being loaded and then 
hurriedly sent across the courtyard to the patients. About 
160 patients can be served in one hour. 

This is the fourth central tray system installed in the 
United States. The steam tables and carts are of stainless 
steel made in New Orleans and cost about $8,000. 

Sister Fredericka is a member of the Daughters of Charity 
of St. Vincent de Paul. 


Missouri 
Lightning Strikes Hospital. About a $1,000 damage was 
caused when lightning struck St. Ann’s Maternity Hospital, 
St. Louis. The bolt hit a cupola over the center part of the 
building; no fire resulted because of the fireproof construc- 
tion. The bolt tore off about two feet of the tower and 
cracked the wall of the working girl’s dormitory. 


Nebraska 

Organize Student Nurses’ Association. In May, the senior 
nurses of Lincoln hospitals organized the Lincoln Student 
Nurses’ Association “to promote friendly relationships and 
maintain professional standards through educational and 
social activities.” Students of St. Elizabeth’s, Bryan Memorial, 
and Lincoln General Schools of Nursing make up its mem- 
bership. Miss Evelyn Pearson of St. Elizabeth’s is president. 
At the association’s third meeting held recently in St. Eliza- 
beth’s Hospital, the freshman and junior classes were ad- 
mitted to membership. 

Founding of Community Celebrated. On July 20, a high 
Mass of thanksgiving and Bencdiction were sung in the 
chapels of St. Elizabeth’s Hospital and St. Thomas Orphan- 
age, Lincoln, in honor of the founding of the Community of 
the Poor Sisters of St. Francis Seraph of the Perpetual 
Adoration. 

Sister M. Magdalene of St. Elizabeth’s Hospital is the 
oldest living member of the order, having entered in 1877 
in Germany. 

Remodelled Obstetrical Department. The obstetrical de- 
partment of St. Elizabeth’s Hospital, Lincoln, has been 
finished in robin-egg blue and cream and equipped with elec- 
trically automatic coolers and heaters to maintain a steady 
temperature and humidity. continuously, and electrically auto- 
matically-controlled heat for their bathing table. There are 
also Nobel and Hess Incubators. 

A demonstration room has been instituted, where mothers 
who desire or require technical instruction are taught how 
to give their babies the correct care. A large observation 
window has been installed. Sterilizers have been installed for 
everything that comes in contact with the babies and mothers. 

Sisters at St. Joseph’s Observe Anniversary. The Poor 
Sisters of St. Francis Seraph of the Perpetual Adoration of 
Creighton Memorial St. Joseph’s Hospital, Omaha, also cele- 
brated the seventy-fifth ‘anniversary celebration of the estab- 
lishment of their sisterhood. Special blessing and indulgences 
by Pope Pius XI to the order were read at the Mass by 
Rev. Charles H. Strassberger, chaplain. 


New York 
New Hospital Dedicated. Most Rev. John A. Duffy, D.D., 
bishop of Buffalo, dedicated the new St. Francis Hospital, 
Olean. The dedicatory address was delivered by Rev. Celsus 
Wheeler, O.F.M., superior of St. Bonaventure Monastery. 
The Sisters of the Third Order Regular of St. Francis, whose 
motherhouse is in Allegany, operate this institution. 
Ohio 
Drive to Last 12 Days. September 9 to 20 has been set 
tentatively as the period for the campaign to raise a mini- 
mum of $50,000 for the erection of the proposed St. 
Dymphna’s chapel at Longview Hospital, Cincinnati. Rev. 
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Introducing the 
Haynes Double Tilt Hospital Bed 


Illustrating a few of its 
Many Positions 


SITTING POSITION: Ideal for Cardiac and 
Asthmatic patients. This position may also be 
used on day following operation in Aseptic cases 
that have suffered little or no shock. Ideal for 
reading, shaving, and preparing the toilet espe- 
cially with female patients, and using bed pan. 
There is no effort required by the patient to 
assume this position. 


SHOCK POSITION: This position is helpful in 
treatment of shock and can be attained by the 
Nurse alone. No shock blocks or extension stems 
necessary. For Bronchial drainage to prevent 
insufflation, pneumonia, in coma from any cause, 
to administer spinal anesthesia, to minimize head- 
ache after spinal tap. 


FOWLER POSITION: Ideal for drainage in gen- 
eral peritonitis, the value of which is well known 
by all Surgeons. To facilitate drainage in acute 
pyelitis. In Pelvic Peritonitis to minimize infec- 
tion becoming general the bed may be taken to 
operating room and patient placed in Fowler 
position immediately. One person instead of 
three can adjust this position easily and quickly. 


OTHER POSITIONS: This bed can be adjusted 
from the normal sleeping position to the full 
gatch position, Spinal extension, semi-reclining 
and elevation of the feet, for treatment of 
Phlebitis or any other inflammatory conditions 
of the feet or legs. Send for booklet illustrating 
in detail all of the positions of the Haynes Bed. 


SEE THIS NEW BED DEMONSTRATED AT 
THE A.H.A. CONVENTION, DALLAS, TEXAS 


THIS SPRING AVAILABLE ON ANY OF OUR STANDARD HOSPITAL BEDS 


DISTRIBUTED EXCLUSIVELY BY 








HIGHEST QUALITY 


EICHENLAUBS MANUFACTURE A FULL AND COMPLETE LINE OF WOOD HOS- 
PITAL FURNITURE FOR DELUXE PRIVATE ROOMS, WARDS, SOLARIA, ETC. 






























SITTING POSITION 




































FICHENLAUBS 






















FOWLER POSITION 


FOR BETTER FURNITURE 








PITTSBURGH, PENNA. « JAMESTOWN, N. Y. 
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Of equal importance... aseptic technic, 
sterile instruments, and a germicidal 
lubricating jelly 


i JELLY for use 
with rubber gloves, specula, 
catheters, sounds, etc., should be 
germicidal to minimize the occur- 
rence of ascending infections. 
‘Caprokol’ Jelly is not only an ex- 
cellent lubricating jelly, but is ac- 
tively germicidal. It contains ‘Cap- 
rokol’ hexylresorcinol 1:1000, in a 
water-soluble base. 


The illustration demonstrates the 
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germicidal activity of ‘Caprokol’ 
Jelly under standardized bacterio- 
logical methods using as controls 
phenol 1:80 and calomel ointment. 
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‘CAPROKOL’ JELLY, FULL STRENGTH 
ZONE OF INHIBITION 4 mm. 





CALOMEL OINTMENT, PHENOL 1:80, 


N.F. ZONE OF ZONE OF 
INHIBITION O mm. INHIBITION 
1 mm. 











‘Caprokol’ Jelly is definitely germicidal. 
This cup plate demonstrates its germi- 
cidal activity. Zone of inhibition 4 mm. 
Illustration one-third actual size. 


‘Caprokol’ Jelly is supplied in 


three-ounce collapsible tubes. 





PHARMACEUTICALS «+ MULFORD BIOLOGICALS 


PHILADELPHIA SHARP & DOHME BALTIMORE 








(Continued from page 20A) 
Firmin Oldegeering, O.F.M., chaplain at Longview, is serv- 
ing as general chairman of the building project. 

Begin Construction of New Wing. Construction work has 
been started on a $75,000 three-story wing at St. Anthony’s 
Hospital, Columbus. Facilities will be provided for a new 
X-ray department, operating rooms, emergency station, and 
additional quarters for surgeons and nurses. The brick and 
concrete wing will be built on the east side of the main 
building. 

Eleven Nurses Graduate. Eleven seniors of St. Francis 
Hospital School of Nursing, Columbus, received diplomas at 
exercises held in the nurses’ home. Rev. Edward Leinheuser 
of St. Charles College presided and distributed the diplomas. 
Rev. George Wolz, S.T.D., also of St. Charles College, de- 
livered the commencement address. 

Sodality Celebrates First Anniversary. The nurses’ Sodality 
of Good Samaritan Hospital School of Nursing, Dayton, will 
celebrate its first anniversary on August 15. On that day, 
26 new members will be enrolled with an impressive cere- 
mony. The Sodality’s newest activity is the installation of a 
pamphlet rack in the lobby of the nurses’ home. 


Oklahoma 


Hospital Progresses in Sisters’ Charge. St. Mary’s Enid 
Springs Hospital, Enid, which was placed in the charge of the 
Sisters of the Most Precious Blood on June 1, 1937, has 
cared for more than 1,600 patients since the beginning of this 
year. The initial improvement in the building was completed 
late last year — one of the porches was replaced by a chapel. 
The Sisters’ staff is composed of 13 religious; four Sisters 
and 16 lay women make up the school of nursing. 


Oregon 

Sisters Plan 200-Bed Hospital. The Sisters of Charity of 
Providence, who operate St. Vincent’s Hospital in Portland, 
are now planning the erection of another hospital in this 
city. The Sisters have acquired 12.71 acres of land on which 
to build a 200-bed institution. It is proposed to transfer all 
children patients in St. Vincent’s to the new building and to 
set up the maternity ward there also. 


Pennsylvania 


Annual Reunion Day. St. Joseph’s Hospital School of 
Nursing, Philadelphia, recently held its annual reunion day 
for the graduate nurses. About 200 nurses were present, 
representing the various classes from 1897 to 1938; many 
came with their families. A general reception was held in the 
nurses’ home and tours were made through the hospital, 
where friendships were renewed and changes and improve- 
ments were noted. Supper was served in the nurses’ dining 
room, after which followed a procession and coronation serv- 
ice in the hospital chapel. An entertainment by the student 
nurses in the auditorium was the closing feature of the day. 
Each graduate was given a souvenir pin, upon which was 
engraved the miraculous medal. 

Chaplain Designs Liturgical Altar. A beautiful liturgical 
altar erected recently in the chapel of Mercy Hospital, 
Johnstown, was designed by the chaplain, Rev. Dr. John 
C. O'Leary and constructed by Mr. William Abele, hos- 
pital engineer. The rich cloth dossal, riddels, tabernacle veil, 
and frontal were made by the Sisters stationed at Mercy 
Hospital. 


(Continued on page 24A) 
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A typical Maximar installation for 220 kv. p. therapy. Photo courtesy of St. Joseph's Hospital, Milwaukee, Wisconsin 


A Joint Responsibility in X-Ray Therapy 


NCREASING confidence of the lay public in the 

ability of the medical profession to treat effec- 
tively certain pathologies by irradiation, implies 
another momentous responsibility. 

True, clinical records and the vast fund of scien- 
tific data available today, justify this confidence; 
likewise the profession’s increasing optimism con- 
cerning the possibilities. And to the profession can 
be safely entrusted the responsibility of applying the 
knowledge, individual skill, and facilities primarily 
and vitally essential to the desired results in radia- 
tion therapy. 

In so far as adequate x-ray equipment is con- 
cerned, the General Electric organization gladly 
assumes its full share of this joint responsibility — 
has anticipated your requirements with the Maximar 
series of scientifically-designed, oil-immersed, shock- 
proof high voltage units. G-E Maximars are famous 
the world over for their consistently reliable per- 


formance, irrespective of extreme variations in cli- 
mate or differences in altitude. Unusually compact 
and self-contained, a Maximar will conserve your 
valuable floor space and minimize installation 
costs. 

The satisfactory experience of hundreds of Maxi- 
mar users located in all parts of the world, is tangible 
evidence of a scientifically correct design, high 
quality materials, and dependable construction — 
factors that will have an important bearing on the 
outcome of your next x-ray investment. 

It will prove well worth your while to thoroughly 
investigate these G-E Maximar therapy units. 
Address Dept. F38. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 



















“WE'RE MORE THAN PLEASED, DOCTOR 


with the Heidbrirk Kinet-O-Meter. It’s easy to oper- 
ate, it’s most economical, and the patient’s condition 
is better during the operation and post-operatively.”’ 


Safe — Simple — Economical 
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No wonder so many hospitals, 
everywhere, are discarding 
their present equipment for this 
better, more modern, more eco- 
nomical apparatus for admin- 
istering anesthetics .... the 
HEIDBRINK KINET-O-METER 
with it’s accurate, trouble-free 
DRY FLOAT Flow-Meters—no 
freezing, no filling, no sedi- 
ment, no cleaning to contend 





Scientifically Correct...:. 


with. 


Operates with an ease and convenience that enables you to 


proceed with confidence. 


. in Cabinet, Stand or Cart Models. 


excellence . . 


SEND FOR DESCRIPTIVE LITERATURE 


You'll find all the features that 
make HEIDBRINK equipment the recognized standard of 


MINNEAPOLIS, 


HEIDBRINK DIVISION 


THE OHIO CHEMICAL & MFG. CO., OF CLEVELAND 


MINNESOTA 
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Hospital Pins Form Mary’s Crown. In one of the arch- 
ways which joins the old and new buildings of Mercy Hos- 
pital, Johnstown, stands a beautiful statue of- the Blessed 
Mother. The distinctive feature of the statue is the crown 
composed of pins of graduates who have entered the reli- 
gious life or died and have left their pins to the school of 
nursing. The following religious communities are repre- 
sented by stars in the crown: Sisters of Charity of Greens- 
burg, Sisters of the Immaculate Heart of Mary of Scranton, 
Bon Secour Sisters of Baltimore, Md., and Sisters of Mercy 
of the Union. 

Nurses’ Alumnae Sponsor Benefit Card Party. The alumnae 
of Mercy Hospital School of Nursing, Johnstown, sponsored 
a very successful card party recently. The proceeds were 
used to pay for the binding of the American Journal of 
Nursing for the past ten years and the purchase of a mov- 
ing picture machine for the school. 

Report of 20-Years Service. The year 1938 marks the 
twentieth milestone for Misericordia Hospital in Philadelphia. 
The Sisters of Mercy are in charge. Statistics for the period 
from 1918 to 1938 are as follows: admissions, 81,369; births, 
13,253; total visits O.P.D., 549,165; accident cases, 141,- 
843; X-rays, 520,056; and patients operated, 48,703. 


South Dakota 


Annual Convention. The South Dakota State Hospital 
Association held its twelfth annual conference at St. Mary’s 
Hospital, Pierre. The principal topics discussed were: The 
Farmers’ Aid Corporation, Group Hospitalization, and The 
Place of Post Mortems in the Hospital. Several local speak- 
ers, representing the attorney, banker, laborer, church, and 
patient, discussed the topic, The Place of the Hospital in 
the Community. The delegates to the conference were the 


guests at a dinner party given by the Benedictine Sisters 
of St. Mary’s Hospital. Following the dinner, the group at- 
tended the graduation exercises of the senior class of St. 
Mary’s School of Nursing, held in the city auditorium. 
Father Austin, vice-president of the association, greeted the 
class in the name of the South Dakota State Hospital 
Association. 

Nurses’ Alumnae Association Meets. The annual breakfast 
of the Nurses’ Alumnae Association of St. Mary’s Hos- 
pital School of Nursing, Pierre, was held in the nurses’ resi- 
dence. A business meeting and election of officers followed. 
A committee was appointed to amend the by-laws to the con- 
stitution of the association. Honorary membership was con- 
ferred upon Sister Superior for having rendered her services 
to the association. It was voted that a circular letter should 
be sent to all alumnae,’ giving an account of the various 
activities of the association, and again this year it was de- 
cided that one half of the membership fees should be con- 
tributed toward the alumnae room in the hospital. 

The Alumnae Association gave a party in honor of the 
1938 graduating class; it consisted of a luncheon and a 
program. 

Texas 

Razing Planned for Infirmary. The old three-story brick 
wing of St. Joseph’s Infirmary, Houston, that was badly 
damaged several months ago wili be razed, according to the 
report of the Sisters of Charity of the Incarnate Word who 
operate the infirmary. The work of razing will not start 
before September or October, however, in order to allow 
plenty of time for moving into the two new $750,000 build- 
ings now being erected. 


(Continued on page 26A) 
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Normal electric supply off for five minutes 


but the surgeon never knew it .... 





60 seconds 
that count 


oe URING the last year, 
this hospital has had 
seven power interruptions . . . four in 
the maternity building, due to a main 
fuse blowing. The most noteworthy 
failure occurred in September when 
Dr... ceceee was operating. It lasted 
about five minutes, and when told 
about it afterward he stated that the 
Exide Emergency System responded 
so quickly that he did not know of 
the interruption.” 


To bring real protection to a hos- 
pital, emergency light must be in- 
stantaneous. In addition, it must be 
adequate—capable of providing abun- 
dant illumination in all vital areas. 


Exide Systems operate 
both instantaneously 
and automatically. They 
will protect a single 
room or an entire build- 


It’s the first 















ing. The only maintenance required 
is the addition of water four times a 
year. In addition to the large 115-volt 
Exide System, there is an Exide unit 
especially designed for the needs of 
the smaller hospital. 


The utility companies take every 
precaution, but cannot control the 
effects of floods, fires, storms or street 
accidents. That is why so many lead- 
ing hospitals have Exide Emergency 
Lighting. Write us today for full details. 


Exide 


Keepalite 
EMERGENCY LIGHTING 
SYSTEMS 


THE ELECTRIC STORAGE BATTERY COMPANY, Philadelphia 
The World’s Largest Manufacturers of Storage Batteries for Every Purpose 


Exide Batteries of Canada, Limited, Toronto 
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years ago is today’s 
firmest friend of Stand- 
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12 Preferred Features . = 
— All Colors — All 
Styles, Popular Prices. J 


Cape sent to your hospital on approval. Catalog on request. 


STANDARD APPAREL CO., Manufacturers 
5604 CEDAR AVENUE - CLEVELAND, OHIO 
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Washington 
New Dietary Department and Kitchen. St. Peter’s Hos- 


| pital, Olympia, has arranged a new dietary department and 
| central kitchen. 


West Virginia 

Hospital Installs New Type of Bed. St. Mary’s Hospital, 
Clarksburg, has installed the new Haynes Double-Tilt hos- 
pital bed in all of its rooms. This bed, designed by Dr. H. 
H. Haynes, a senior staff member at St. Mary’s, can easily 
be placed in one of various positions for reclining, semi- 
reclining, or sitting. It can be supplied with wooden or metal 
bed ends and all of the beds are made with double-con- 
nection corner locks, non-breakable malleable iron, insuring 
a positive position at all times. It is manufactured by A. 
J. Logan Company of Pittsburgh, Pa., and Eichenlaubs of 
Pittsburgh are the exclusive distributor. 


Wisconsin 

St. Joseph’s News. A Corpus Christi procession was held 
at St. Joseph’s Hospital, Marshfield. Three outside altars 
were erected — one at the convent entrance, one on the north 
lawn of the hospital, and one at entrance of the nurses’ 
home. Twelve acolytes, 12 flower girls, the nurses’ Sodality, 
and the Sisters’ choir preceded the Blessed Sacrament, which 
was carried under a new canopy. The hospital Sisters and 
numerous friends followed in the procession. 

New concrete driveways have been laid out at the north 
and south entrances of St. Joseph’s Hospital. 

Permit Issued for Hospital Construction. A building per- 
mit has been issued to Mercy Hospital, Oshkosh, for erect- 
ing a new $225,000 brick maternity-wing addition. It will 
have four stories in addition to a ground floor and will 
measure 47 feet by 138 feet. 

Sisters of St. Joseph Purchase Sanatorium. The Sisters of 
St. Joseph of Stevens Point have signed a contract for the 
purchase of the entire property of River Pines Sanatorium, 
a tubercular hospital near Stevens Point. The Sisters, who 
will begin operation on September 1, have requested the 
present management to remain in charge after they take over 
ownership. This is the first tubercular hospital in Wisconsin 
to be owned by a religious community; it is also the first 
institution of its kind serving the public to be owned by the 
Sisters of St. Joseph. 

River Pines Sanatorium was founded 33 years ago by 
the late Dr. Thomas Hay and by Dr. H. E. Dearholt of Mil- 
waukee, now and for many previous years the executive- 
secretary of the Wisconsin Anti-Tuberculosis Association. 
Dr. John W. Coon, who succeeded Dr. Hay, was medical 
director and superintendent until his death a few years ago. 
He was succeeded in turn by his son, Dr. Harold M. Coon, 
who had been associate medical director until May 1, 1937, 
when he became superintendent and medical director of the 
state’s sanatorium at Wales. Dr. Coon was succeeded by 
Dr. T. L. Harrington of Milwaukee, now in charge, who has 
been on the staff of the Wisconsin Anti-Tuberculosis Associa- 
tion for 20 years. Members of the Coon family have been 
majority stockholders and the deal for the sale of the in- 
stitution was entered into with the Sisters of St. Joseph 
by Dr. Harold Coon. 

The property includes an administration building, three 
dormitories, a clubhouse, seven cottages, and 22 acres of 
land, most of it wooded, with frontage on the Wisconsin 
River south of Stevens Point. It has accommodations for 62 
patients and has been operating at capacity for some time; 
sO many additional applications for admission have been re- 
ceived that 25 more beds could be used. Originally, the in- 
stitution admitted only private cases but since 1932 has 
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accepted county cases as well. The Sisters will continue 
to conduct the sanatorium along existing policies. 

The personnel numbers between 25 and 30 persons — Dr. 
Henry Anderson is Dr. Harrington’s assistant, Mrs. Alice 
Eccleston is head nurse, and Miss Ruth Dickey is dietitian. | 

The administration building, which is two stories high, 
houses the offices, the main dining room, kitchen, and sleep- | 
ing quarters for the dietitian, cook, and all the maids. The | 
west dormitory, a three-story building, is used by patients | 
and also has an office for the head nurse and quarters for | 
three additional nurses and the assistant physician. The east | 
dormitory, also a three-story building, is used for patients 
and has quarters for two nurses who are in charge of the 
patients in this building. The south dormitory, which is a 
two-story building, houses patients and one nurse. The club- 
house is a three-story building, the lower story of which is 
constructed of stone and has a large lounge with a fireplace 
and a screened porch; the second floor houses patients and 
has quarters for a nurse; a laboratory and quarters for a 
technician are on the third floor; the basement contains an 
X-ray room and an examination room. Two of the seven 
cottages are cottages for one patient each and five accom- 
modate two patients each; each of the cottages has a living 
room and screened porch and are used for patients who are 
able to go to the dining room for three meals daily. Other 
buildings include a garage for five cars, which also has 
quarters for three men employed on the grounds; tool shed 
and ice house; residence for the medical director, and an 








additional residence that was built and occupied by Dr. 
Walbridge when he was surgeon at the institution. 


Canada 
Catholic Hospital Gets $100,000 Grant. A grant of $100,- 
000 to the Congregation of the Religious of Providence has 
been given by the Quebec government so that the community 
can build a hospital in Three Rivers, Que. The grant was ob- 
tained through Maurice Deplessis, premier of Quebec and 
provincial representative of Three Rivers. 


India 
Leper Asylum Opened. The Milan Foreign Mission Society 
at Loilem has just opened a leper asylum at Toungoo, 
Burma. British civil authorities have contributed toward its 
support. Most Rev. Aldred Lanfranconi, vicar-apostolic of 
Toungoo, has placed the Sisters of Charity of Beata Capi- 
tano in charge. 


Japan 

Catholic Hospital Rebuilt. The sanatorium for consump- 
tives at Beppu, erected by the Salesians and destroyed by 
fire last July, has been rebuilt through the efforts and inter- 
est of a group of Japanese Catholic women. The new struc- 
ture contains 50 beds. 

Illinois 

Brother Celebrates Golden Jubilee. Fifty years ago Chris- 
tian Goeser was admitted to the Community of Alexian 
Brothers, the first American-born member. On July 24, he 
celebrated his golden jubilee as Brother Cyprian. He spent 
almost the entire 50 years as a religious in Alexian Brothers’ 
Hospital, Chicago. 

Sister Celebrates Golden Jubilee. Recently, Sister Mary 
Dolorosa, who has been stationed at St. Mary’s Hospital, 
Quincy, for 27 years, observed her golden jubilee as a reli- 
gious. A solemn high Mass and benediction were celebrated 
by Rev. Vincent Schrempp; he also delivered a festive ser- 
mon. Sister Dolorosa was born in Holland and entered the 
community of the Sisters of the Poor of St. Francis in 
Germany. In 1885, while a postulant, she and her blood 
sister, Sister Mary Rosalia, a novice in the same community, 
came to America; she received her habit in 1886 at St. 
Clara Convent, Cincinnati, Ohio. In 1913, Sister Dolorosa 





celebrated her silver jubilee at St. Mary’s Hospital. 





A COMPLETE STOCK 


What you want is here, 
when you need it... 
over 6,000 items, each 
especially chosen for 
hospital service... fair- 
ly priced and guaran- 


teed unconditionally. 


WILL ROSS, Inc. 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 


3100 W. Center St., Milwaukee, Wis. 
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CONSIDERATION, NOT THE PATIENT. 


perfection of surgical instruments. 


21-09 Borden Avenue, 








THE PATIENT 


In every operating room the patient has first consideration. 
This, no surgeon or hospital can give, if the surgical instruments have not had first consideration. 


WHEN INSTRUMENTS ARE BOUGHT ON PRICE, THEN PRICE WAS THE FIRST 


This is injustice to the patient and unfair to the surgeon. 
The surgeon can correct this by specifying, and insisting on the quality instruments he wants. 
He knows who are giving the patient and the surgeon first consideration, in their devotion to the 


Our DeLuxe catalog is the standard reference book. 


KNY-SCHEERER CORPORATION 
(THE QUALITY HOUSE) 


Ask your dealer for a copy. 


Long Island City, N. Y. 














Indiana 

Five New Interns. The following list of interns have been 
added to the staff of St. Catherine’s Hospital, East Chicago: 
Drs. Franklin Permuda, Samuel B. Spira, and Bernard E. 
Moisont, graduates of the University of Illinois School of 
Medicine, Urbana; Dr. Louis L. Teplinsky, graduate of Mar- 
quette University School of Medicine, Milwaukee, Wis.; and 
Dr. Edward F. Duschock of Perth Amboy, N. J., who com- 
pleted his medical training at St. Mungo’s College of Medi- 
cine, Glasgow University, Scotland. 

Having completed his intership at St. Bernard’s Hospital, 
Chicago, Ill., Dr. Stanley G. Svalen has joined the staff of 
St. Catherine’s in order to complete his training. He is a 
graduate of Loyola University School of Medicine, Chicago. 

Aged Staff Doctor Dies. Dr. Edward J. Brennan has died 
at the age of 88 years in St. Vincent’s Hospital, Indianapolis, 
where he had been a member of the staff for 60 years. Dr. 
Brennan formerly served as president of the staff and at the 
time of his death was an honorary staff member and adviser. 
He was a member of the American Medical Association, the 
Indiana State Medical Association, and the Knights of 
Columbus. 

New York 

Order Appoints Hospital Superiors. At the chapter of the 
Franciscan Sisters of Allegany, Mother M. Evelyn, O.S.F., 
R.N., was appointed superior of St. Elizabeth’s Hospital, New 
York City, to succeed Mother M. Theophila whose term of 
office had expired. Mother Evelyn had been in charge of the 
operating room at St. Elizabeth’s for the past eight years; 
Mother Theophila is remaining at the hospital in the posi- 
tion of first counselor to the new superior. 

Mother M. Emmanuel, O.S.F., R.N., was appointed supe- 
rior of St. Joseph’s Hospital, Tampa, Fla.; for the past 
ten years she was stationed at St. Francis’ Hospital, Miami 
Beach. Mother M. Assunta, former superior of-St. Joseph’s, 
opened the new St. Francis’ Hospital, Olean, on July 5. 


Ohio 

St. Alexis’s Staff News. Miss Janet Fenn Walker, a mem- 
ber of the faculty of St. Alexis Hospital School of Nursing, 
Cleveland, has accepted a position in the nursing department 
of the division of health of the Kellogg Foundation, Battle 
Creek, Mich. She has been instructor in science for the past 
ten years. 

Miss Helen Goslin, daughter of Dr. J. C. Goslin, health 
commissioner of Tiffin, will succeed Miss Walker as science 
instructor. Miss Goslin is a graduate of Johns Hopkins Hos- 
pital and Heidelberg College. She has taken post-graduate 
work at the Catholic University and has been engaged in 
teaching science for the past seven years. 


Canada 

Canada Society Fights Cancer. A Dominion-wide war is 
on in Canada to fight cancer. The recently formed Canadian 
society for the control of cancer has announced the appoint- 
ment of a full-time secretary, Dr. Charles Ross of London, 
Ont. A memorial fund collected during the jubilee year of 
the late King George V will supply funds for the educational 
campaign to be launched; research work will also be carried 
on. Toronto will be the headquarters for the movement. Dr. 
Ross is planning an early trip across Canada to study the 
situation and to consult with health authorities. , 

Present Diplomas and Medals to Graduates. Six seniors of 
St. Mary’s School of Nursing (General Hospital, Sault Ste. 
Marie, Ont.) received their diplomas in a simple and digni- 
fied ceremony in Collegiate auditorium. A gold medal was 
awarded to Miss Seeley, for surgery; to Miss Stewart, for 
loyalty; and to Miss Meehan, for efficiency in bedside 
nursing. Mr. J. L. Lang was the chairman and Mr. J. E. 
Hodgson delivered the address to the graduates. Rt. Rev. 
Msg. T. J. Crowley also gave an address. A banquet was 
served after the ceremony to the graduates and their friends 
and to those who assisted in the exercises. 
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YOUR PRIVATE ROOMS 
INCREASE 


YOUR INCOME: 
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INLAND MODERN 
PRIVATE ROOM ENSEMBLE 


We have selected seven of our most popular pieces (as 
illustrated) and offer them to you at a_ surprisingly 
moderate SPECIAL GROUP PRICE. 


TRIED AND PROVEN 


Each piece in this group embodies that fine craftsmanship 
which has caused hundreds of leading hospitals, throughout 
the country, and in distant lands to choose INLAND 
products. Each piece is sold with an unqualified guarantee 
of complete satisfaction. 


ATTRACTIVE YET STURDY 


Solidly built of steel, yet finished as attractively as the finest 
wood furniture, these pieces offer you a maximum of sturdi- 
ness, sanitation, safety from fire hazard, and freedom from 
the influence of heat or cold. There are no veneers to peel 
and the drawers, which cannot warp, slide with ease on 
special guides, regardless of weather or climate. 


WRITE FOR CATALOG AND PRICES INLAND MODERN PRIVATE ROOM ENSEMBLE 


Showing private room and ward furniture, mattresses, pillows, Group includes seven pieces (mattress extra) — Bed, Dresser, Bedside 
cribs, bassinets and removable protective bed sides. Table, Easy Chair, Combination Footstool and Ottoman, Arm Chair and 


Straight Chair. Choice of beautiful and durable finishes, which offer maxi- 
! sd L Q N 0 B E 0 CO P N AMERICAN HOSPITAL ASSOCIATION CONVENTION 


mum resistance to marring, burning and the effects of alcohol and 
chemicals. Pieces may be bought separately, if desired. 
Ad DALLAS, TEXAS, SEPT. 26 TO 30 
3921 SO. MICHIGAN AVE. « CHICAGO, ILLINOIS —— 





































SEE OUR DISPLAY IN BOOTHS 1$0 AND 191 

































| FELT | WAS IN CAT-HEAVEN- 
UTICA SHEETS ARE SO SMOOTH 
AND RESTFUL 


YOUR PURR JS 
STRONGER THIS 
MORNING MRS. 
LIGHTFOOT. DID 
YOU SLEEP WELL? 










Longer fibre cotton gives UTICA sheets two important 
qualities: extra smoothness; extra durability. They exceed 
U. S. Government specifications for their highest grade 
muslin. Another economy-proved sheet is the MOHAWK 
brand—also made from a longer fibre cotton—but slightly 
lighter in weight and lower in price. Contain four more 
threads to the inch than ordinary popular priced sheets. Utica 
and Mohawk Cotton Mills, Inc., Utica, N. Y. Selling Agents: 
Taylor, Clapp & Beall, 55 Worth St., New York City. P.S. 
Also save money with UTICA KRINKLE SPREADS. Sample 
on request. 
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these orders. 


troubles” will be at an end. 


BOOKS FOR NURSES 


For Your Training School 
ALL OF YOUR BOOKS FROM ONE HOUSE... SAVE TIME and MONEY 


Attention is called to our facilities for supplying Training Schools with all of their text 
books. We make a specialty of this part of our business and liberal discounts are allowed on 


In addition to our own publications and importations, we carry at all times the largest and 
most complete assortment of all books of all publishers, to be found anywhere in this country. | 
This necessitates the carrying of only one account and our central location means lower 
shipping charges and a saving of several days time. 

All of our old customers are familiar with this splendid service and we want those who are 
not at present buying from us to try us this year with their Fall order. We know your “book 











Our New 1938-39 Catalogue of BOOKS FOR 
NURSES is now ready. Send for yours today. 








HONORE and CONGRESS STS. 





Chicago Medieal Book Company 


The World’s Greatest Medical Book Store 


CHICAGO 























New Hospital Products 


Catalog of Nurses’ Books 

The Chicago Medical Book Company, Congress and 
Honore Streets, Chicago, IIll., has just published its new classi- 
fied 1938-1939 Catalog of Books for Nurses. This book- 
supply company handles books of all publishers. 

More Light in the Darkroom 

The Eastman Kodak Company, Rochester, N. Y., has an- 
nounced the new Wratten Safelight, Series 68, which trans- 
mits ten times more useful light for darkroom operation than 
the older 6A, and with indirect-type safelights, sixty times 
as much. Thus X-ray films may be developed with much less 
risk of damage than formerly was possible. 

New “Monel” Booklet 

The International Nickel Company, Inc., 67 Wall St., New 
York City, has just issued a valuable illustrated booklet 
“Improved for Food Service Equipment — No. 35 Monel.” 
It tells about the new harder temper, mill-finished Monel 
sheet especially developed for the food service and hospital 
fields. 

Laboratory Glassware Standardized 

Corning Glass Workers, Corning, N. Y., has begun distribu- 
tion of their new “PYREX” brand laboratory catalog LP-18. 
This catalog is the most comprehensive that Corning has 
offered. It contains 128 pages, and carries 2,353 indi- 
vidual items, of which more than 700 are listed for the 
first time. Some of the features of the new catalog are 
that practically all ground joints, stoppers, and stopcocks 
listed are now interchangeable; number of pieces per pack- 
age reduced on many items; and prices are reduced on more 
than 500 items, including centrifuge tubes, condensers, 
distilling flasks, ground joints and connections, separatory 
funnels and stopcocks, tubes for clinical laboratories, as well 
as some generally used sizes of test tubes, tubing, and rod. 


Lilly Liver Extracts Accepted 

Because liver was administered as a part of the diet when 
first introduced as a means of treating pernicious anemia it 
was natural that the potency of the first liver extracts should 
be expressed in terms of ingested whole liver. In spite of 
the inaccuracies of this method there was no other standard 
until the recent establishment of the official U.S.P. unit. The 
unit is that amount of liver which, when given daily to pa- 
tients with Addisonian pernicious anemia will produce a hema- 
topoeitic response which is acceptable to the U.S.P. 
Anti-Anemia Preparation Advisory Board. 

For several years the liver extracts prepared by Eli Lilly 
and Company have been standardized on patients with Addi- 
sonian pernicious anemia in relapse and the accuracy of the 
method has now been attested by the official acceptance of 
Liver Extract, Lilly, Solution Liver Extract, Lilly, and Solu- 
tion Liver Extract Concentrated, Lilly. 

New Type of Napkin Created by Johnson & Johnson 

Johnson & Johnson, New Brunswick, N. J., has just 
brought out a new napkin known as Jr. Cellulose Napkin. It 
has short tab ends of approximately two inches each. The filler 
is the soft fluff type as in V-Pads, and the napkins are used 
with a T-Binder. There is a saving of 1c per dozen from the 
V-Pad type. Samples sent upon request. 

Short-Tab Pads 

“Economy” is still an important word to hospitals, and 
manufacturers are not missing any opportunities to help the 
hospitals save. Latest contribution to dressings economy is 
the No. 605 KOTEX pad offered by the Lewis Manufac- 
turing Co., Walpole, Mass. The gauze tabs of this standard- 
size maternity pad have been shortened — the saving in the 
cost of the gauze is passed on to the hospital! Of course, 
this pad — and its companion cotton-filled pad No. 105 Prac- 
tical O.B. Pad —can be used only with a T-Binder. To the 
hospital using this technic, they offer cash savings. 
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HOT WATER PLATES AND COVERS 


WITH AN 


EXTRA DEEP WELL 


“ur THE GORHAM COMPANY 
%, WY. DIVISIO 
~ neat am New York, ene are Francisco, 

6 W. 48th St. 10 S. Wabash Ave. 972 Mission St. 














EMERGENCY INSTRUMENT 
STERILIZATION 
m tess 5 MINUTES 


THAN 

The Castle Pressure Sterilizer 
removes the last guesswork 
from high-speed instrument 
sterilization. 





















With this modern sterilizer, a 
dropped or accidentally con- 
taminated instrument no /onger 
spells danger to your patient. 


With normal steamline pres- 
sure of 40 Ibs. a sterilizin 
temperature of 270° is reache 
in a few seconds. In 3 minutes 
spore-producing bacteria are 
completely destroyed. AND 
—the instruments are back in 
the surgeon’s hands in less than 
five minutes. Write for data. 


WILMOT CASTLE COMPANY 


1177 UNIVERSITY AVE. ROCHESTER, WN. Y. 


CASTLE STERILIZERS 


16) Years of Suality Leadership 
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Leading Hospitals 
Welcome 
THE NEW 


- |» _ PORTABLE 
Sliding BED SIDES 











Inland Sliding Portable Bed Sides (Pat. Applied for) 


In close to 1,000 hospitals from coast to coast Inland 
Removable Bed Sides are daily solving the problem of 
posterng certain types of patients who are apt to fall 
out of bed. Many voluntary testimonials from prominent 
hospital executives attest to the great value of hese sides. 


NEW PORTABLE SLIDING CONSTRUCTION 
Now it is possible in addition to the full protective advan- 
tages of INLAND REMOVABLE BED SIDES to have 
the added convenience of a SLIDING CONSTRUCTION, 
which permits immediate access to the bed or patient, 
without removing the side. The sliding drop-side construc- 
tion is operated by a hand trip, out of reach of patient. 
The side is removed only when you wish to cone it to 
another bed. 

FIT ANY HOSPITAL BED 
These new Portable Bed Sides fit any hospital bed. Built 
of heavy gauge seamless steel tubing throughout, supplied 
in any fateh to match your beds. Nurse or attendant can 
easily apply or remove without use of tools. Can be in- 
stantly transferred from one bed to another. 





Showing sides in lowered position. 


SEE OUR DISPLAY IN BOOTHS 190 AND 191 AMERICAN 
HOSPITAL ASSOCIATION CONVENTION, DALLAS, TEXAS, 
SEPTEMBER 26 TO 30. 


INLAND BED COMPANY 


MANUFACTURERS 
SO. MICHIGAN AVE. « CHICAGO. ILLINDIS 
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More Comfort for Patients with 


DRAPER &\Sive SHADES 


OSPITAL rooms equipped with Draper 

Sight-Saving Shades are far more con- 
ducive to the patient’s speedy recovery 
than rooms with ordinary shades. Draper 
Sight-Saving Shades let in only the restful, 
non-glaring top light . .. and, at the same 
time, permit top-of-window ventilation 
without any annoying shade flapping. 

Write for catalog giving complete information 


showing correct installations for all types of 
windows. Address Dept. H. P. 


Luther O. Draper Shade Co. 
Spiceland Indiana 
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POSITIONS OPEN 





The Medical Bureau is organized to assist physicians, dentists, gradu- 
ate nurses, hospital executives, laboratory technicians and dietitians in 
securing positions: application on request. The Medical Bureau (M. 
Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 





Anesthetist: 75-bed Catholic hospital, Middlewest; $100, main- 
tenance. Aznoe’s Central Registry for Nurses, 30 North Michigan 
Avenue, Chicago. 


Instructors: (a) Science, 300-bed fully approved Catholic hospital, 
Middlewest. (b) Nursing Arts, 100-bed Catholic hospital, South- 
west. Salary open. Aznoe’s Central Registry for Nurses, 30 North 
Michigan Avenue, Chicago. 

Supervisors: (a) 20-bed floor: fully approved 50-bed Catholic 
hospital, Northwest. (b) Pediatrics, 200-bed Middlewest Catholic 
hospital. Aznoe’s Central Registry for Nurses, 30 North Michigan 
Avenue, Chicago. 

















pitals. Letter Beads to spell surname are strung on-to blue- 
bead necklace or bracelet, which is sealed on baby. An 
American made product. Costs very little. 

Write for literature, terms and sample. 





DEKNATEL 


96th Ave. & 222nd St. Queens Village, L. I., New York 














H. A. SWENSON 


HOSPITAL AND LABORATORY SUPPLIES 


122 W. Mt. Pleasant Ave. PHILA. PA. 


STAINLESS STEEL and 
CHROMED SURGICAL INSTRUMENTS 


HASCO RESILIENT RUBBER SHEETING 
HASCO DRINKING TUBES 
HASCO NEEDLE STERILIZING VIALS 
HASCO MIDGET URINOMETERS 








DISTRIBUTORS A.S.R. SURGEONS’ BLADES 


Dietitian — Catholic; supervise therapeutic trays, teach nurses; 
$90, maintenance; central. Zinser Personnel Service, 1549 Marquette 
Building, Chicago, Illinois. 





Laboratory Technician — Catholic; woman: take charge labora- 
tory; salary open; west. Zinser Personnel Service, 1549 Marquette 
Building, Chicago, Illinois, 


Instructor, Science and Nursing Arts— Catholic; degree; $125, 
maintenance; south. Zinser Personnel Service, 1549 Marquette 
Building, Chicago, Illinois. 








Science Instructor — Catholic; degree: $135, board; central. 





Zinser Personnel Service, 1549 Marquette Building, Chicago, Ill, 





Science Instructor: Adequate educational qualifications and ex- 
perience. 114 bed hospital, New York State. Well equipped class 
rooms. Interstate Hospital and Nurses Bureau, 332 Bulkley 
Building, Cleveland, Ohio. 





Science Instructor: College credits or degree. Large Sisters’ hos- 
pital, Colorado. Interstate Hospital and Nurses Bureau, 332 Bulk- 
ley Building, Cleveland, Ohio. 


POSITIONS WANTED 
Obstetrical Teaching Supervisor: College credits; post-graduate, 
Obstetrics, one year, University hospital. 5 years experience, 
supervisor 70-bed department. Prefers Sisters’ hospital. Interstate 
Hospital and Nurses Bureau, (Miss Mary E. Surbray, R.N., Direc- 
tor( 332 Bulkley Building, Cleveland, Ohio. 


The Medical Bureau has available for appointments a great group of 
physicians, dentists, hospital executives, graduate nurses, laboratory 
technicians and dietitians. All credentials have been painstakingly 
investigated. If you have vacancies on your medical or nursing staffs, 
write for biographies of qualified applicants. The Medical Bureau 
(M. Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 














By Middle-aged, State Registered Nurse as Matron in Students’ 
Nurses Home, two years experience, willing to assist in care of 
Home in exchange for maintenance. South preferred. References. 
Address H. P. 100. Hospital Progress, Milwaukee, Wisconsin. 


NURSING AND MEDICAL BOOKS 


We have every nursing or dical book published. Books of all publish- 
ers carried in stock. Lowest prices, prempt service. Write Chicage 
Medical Book Cempany, Chicago, Illinois. 


DIPLOMAS 


Diplomas—One or a thousand—write for Circular P showing forms for 
Nurses and Internes. Ames and Rollinson, 50 Church St., N. Y. City. 


White mice for laboratory, purposes, all healthy stock, any size, 
Elmer Cook, 722 Church Street, Toledo, Ohio. 
































UNIFORMS 
CAPES 
SWEATERS 





For highest quality with economy 


Consult 
BRUCK’S NURSES OUTFITTING CO., Inc. 


17 North State Street, Chicago, Ill. 387 Fourth Ave., New York, N. Y. 
1 &, SEND FOR OUR LATEST CATALOGUES 











N. P. Ss. 
Offers a Selective Service to Nurses and Employers of Nurses 





NURSE PLACEMENT SERVICE 
(Sponsored by Midwest Division of American Nurses Association) 
Anna L. Tittman, R.N., Executive Director 


Room 514, 8 S. Michigan Avenue Chicago, Illinois 
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EWS 


Oklahoma 


Changes in Staffs Made. The following staff changes have 
been made by the Order of the Sisters of St. Joseph (the 
report comes from the Sisters in Ponca City Hospital, Ponca 
City): Sister M. Winifred, R.N., has been transferred to St. 
Joseph’s Sanitarium in Del Norte, Colo., from St. Anthony’s 
Hospital in Dodge City, Kans., where she has been superin- 
tendent of nurses during the past 12 years. 

Sister Mary Jane Frances Flanagan, who has held the posi- 
tion of registrar in Wichita Hospital, Wichita, Kans., is now 
missioned in St. Anthony’s Hospital in Dodge City as regis- 
trar and bookkeeper. 

Sister Mary Casimir, R. L. T., laboratory technician of 
Wichita Hospital has been transferred to the laboratory in 
St. Anthony’s Hospital in Dodge City. Sister Casimir has 
been replaced by Sister Mary Emily, who has had charge of 
the laboratory in St. Anthony’s Hospital during the past six 
years. 

Sister Mary Benigna, R.N., who has been in care of the 
nurses in Mt. Carmel Hospital, Pittsburg, Kans., has been 
transferred to Halstead Hospital in Halstead, Kans., as super- 
intendent of nurses. 

Sister Mary Alphonsus, A.B., R.N., superintendent of 
Wichita Hospital has been enjoying an extended vacation in 
St. Joseph’s Sanitarium in Del Norte. 


Nebraska 

Nun Passes Away. Sister Mary Clotilda, R.S.M., died in 
St. Catherine’s Hospital, Omaha, at the age of 48 years. 
She had been a religious for 31 years and had lived in the 
hospital for the past nine years, where she was under medical 
care. When she was physically able, she worked in the hos- 
pital office. 

Ohio 

Sister of Charity Dies. Sister Mary Lawrence McMauns 
passed away ia St. Vincent’s Charity Hospital, Cleveland, 
where she had been in charge of the tuberculosis division. 
She was a member of the Sisters of Charity of St. Augustine 
for 54 years. In 1927, Sister Lawrence was assigned the task 
of erecting St. Thomas Hospital, Akron, and under her direc- 
tion it was built and supervised by her for nine years fol- 
lowing its completion. 

New Head of Guild Named. Mrs. Ellen Sloan, a nurse in 
St. Joseph’s Riverside Hospital, Warren, was recently elected 
president of the Warren Guild of Catholic Registered Nurses. 
She was also named secretary of the Diocesan Guild. 


Pennsylvania 


Pittsburgh Nurse Given High Honor. Miss Helen Mc- 
Donough, a graduate of St. John’s General Hospital, Pitts- 
burg (North Side), who is chairman of the private-duty 
section of the American Nurses’ Association, was presented 
with the Walter Burns Saunders Memorial Meda! at the 
National Nursing Biennial Convention in Kansas City, Mo. 
The medal is inscribed with these words: “Awarded to those 
who have devoted their professional lives to sympathetic and 
intelligent bedside nursing.” 

Sister Receives Diploma. Sister Mary Rosaria Gilghrist, 
R.S.M., of Mercy Hospital, Johnstown, has received a diploma 
and registration as a technician from the American Registry 
of X-Ray Technicians. She also holds a diploma from the 
Record Librarians’ Association. 
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For your nurses — a dynamic course 
in Religion adapted to present-day 


conditions 


Christ 
the 
Leader 


by the Rev. W. H. RUSSELL, Ph.D. 


THE CATHOLIC UNIVERSITY OF 
AMERICA AND TRINITY COLLEGE 





The author of this excellent religion text has proceeded upon the two principles 
that religion is best built up around a person, and that love comes with knowl- 
edge. He has, therefore, built his text about the person of Christ, as shown in the 
Gospels, from which he proceeds to teach the reader to know Christ in order 
that he may love Him. 

Following the life of Christ through the Gospels, the author comments on the 
various passages and applies, in a simple and practical way, the Scripture lessons 
to everyday life. 

Here is a portrayal of the life of Christ as a dynamo which sends out energy for 
Christlike living. 

Although essentially a text, sisters, nurses, students, and “wy people will find this 
book interesting for everyday reading. $2.00 





Other religion texts from the Bruce list: 


FAITH FOR LIFE, Rev. James J. Graham, $1.40 
OUTLINES OF BIBLE STUDY, Rev. John C. Dougherty, S.T.L., $1.80 
THE CHURCH OF CHRIST, Rev. A. Rousseau, $2.00 
THINK AND LIVE, Morrison and Rueve, $1.70 
RELIGION AND LEADERSHIP, Rev. Daniel A. Lord, S.J., $1.50 
CHRISTIAN LIFE AND WORSHIP, Rev. Gerald Ellard, S.J., Ph.D., $2.00 
THE CATHOLIC CHURCH AND THE MODERN MIND, Rev. Bakewell Morrison, S.J., $2.00 
REVELATION AND THE MODERN MIND, Rev. Bakewell Morrison, S.J., $2.25 





THE BRUCE PUBLISHING COMPANY % MILWAUKEE 




















